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= ment of tuberculosis. Their local irritant actions often vent 
fere with their internal administration.” (New and Non-official 
Remedies, 1921, p. 89.) 3 5 
CALCREOSE is a mixture containing in loose chemical combina- = 
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nausea and vomiting even when large quantities are taken for 
comparatively long periods of time. 
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CONGENITAL HYPERTROPHIC PYLOR- 
RIC STENOSIS.* 


By F. D. WILSON, M. D., Norfolk; Va 
Derinition: A congenital hyperplasia or 
hypertrophy of the muscular coat of the 
pylorus, involving chiefly the circular fibers 
and resulting in a partial or complete stenosis 
of the pyloric orifice of the stomach. 

Much controversy has centered around the 
question of the congenital or prenatal origin 
of the subject of this paper. The sometimes 
late onset of symptoms would seem to indicate 
that the condition is acquired after birth. The 
hyperplasia or hypertrophy of the tissues, as 
disclosed at operation or at autopsy in cases 
terminating fatally within a few days or a few 
weeks after onset of symptoms, certainly 
strongly suggests a congenital origin. <A 
thickened pylorus has been demonstrated in 
the fetus, and one writer, in a series of six 
cases, tries to prove that hypertrophy of the 
pylorus at birth is a normal condition. 

History: In 1787, Dr. Hezekiah Beardsley, 
a New England physician, described “A Case 
of Scirrhus in the Pylorus of an Infant.” In 
1903, Dr. Wm. Osler identified this as con- 
genital hypertrophic pyloric stenosis. In 1777, 
Dr. George Armstrong, an Englishman, desig- 
nated “Spasm of the Pylorus,” a condition he 
had treated for “Watery Gripes.” His pa- 
tient died. In the century following Beards- 
ley’s paper, only two cases are found in the 
literature. Pearce, in reviewing the literature 
in 1919, says that nearly all we now know con- 
cerning the malady, has been contributed since 
1897. Up to 1904, only 123 cases had been re- 
ported; in 1914, more than 1000. Since the 
latter date, numerous cases have been reported, 
probably because of greater familiarity with 
the symptoms and physical signs. 

The condition very often occurs in the first 
born and is more common in male children— 


_*Read by title at fifty-second annual meeting of Medical 
Society of Virginia in Lynchburg, October 18-21, 1921 


the proportion being almost four males to one 
female. Holt says it occurs nearly always in 
the breast-fed (which is easy to understand 
if it is of congenital origin). No studies as 
to race or other influence have come to my 
attention. The onset of symptoms occurs from 
the first to the fourth day after birth in 25 
per cent. of cases, fourth to the fourteenth 
day in 25 per cent, fourteenth to the twenty- 
first day in 25 per cent., and from the third 
to the sixth week in 25 per cent. (Reuben). 
Klsner says symptoms never occur after the 
ninth week and that most children die before 
the end of the third or fourth week. 
Eriotocy: The cause of congenital hyper- 
trophic pyloric stenosis is almost if not quite 
as obscure as it was when Dr. Beardsley pub- 
lished his monograph. Downes believes an 
edema resulting from circulatory disturbances 
caused by the increased effort to force food 
through a partly occluded pyloric orifice re- 
sponsible for the symptoms. An undue irri- 
tability of the vegetative nervous system is ad- 
vanced as a cause; I have been unable to lo- 
cate reports on the contraction time of the 
voluntary muscles in the disorder. Many 
cases are associated with a spasm of the py- 
lorus, an evidence of hyperexcitability of the 
nervous system. Recalling the familial aspect 
of spasmophilia, it is easy to believe that an 
underlying hyperexcitability of the nervous 
system may contribute largely to the symp- 
toms. This, of course, is merely speculative. 
Symproms: Vomiting—An infant, a few 
days or a few weeks old, previously well, usu- 
ally a male and breast-fed, suddenly begins to 
vomit during or shortly after nursing. The 
vomiting may be ‘explosive or projectile from 
the first, or may be only a regurgitation, such 
as that seen in most infants who have been 
overfed. If not projectile from the first, it 
soon assumes this characteristic. At times the 
vomitus, which consists only of food previous- 
ly taken and showing little or no evidence 
of digestion, may be expelled to a distance of 
several feet from the patient. As the disorder 
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progresses, the patient may retain one or more by giving one to one and one-half ounces of 


feedings, only to lose later all or nearly all of 
the food taken, the amount lost depending, of 
course, on the extent of the pyloric stenosis, 
the degree of gastric dilatation, the quantity 
of food ingested, and the severity of the asso- 
ciated spasm. During the first few days fol- 
lowing the onset of symptoms the patient is 
nearly always hungry after a vomiting spell 
and is generally ready for more food. 
Constipation.—Too much emphasis cannot 
be placed on this symptom. In extremes of 
stenosis, the stools contain little or no food 
residue but consist only of intestinal secretions 
colored with bile. There may be several stools 
daily, the napkins each time being barely 
stained with fecal matter. In incomplete 
stenosis, the stools show all variations between 
the above description and the normal. 
Emaciation—This is rapid and extreme in 
the well defined cases. After a few days the 
little patient is hardly more than a shadow of 
his former self. Prostration and death ensue 
in from a few days to three or four weeks. 
Vliquria—Because of the constant loss of 
food by vomiting, micturition rapidly becomes 
less frequent and finally stops altogether. The 
urine becomes highly colored and may con- 
tain acetone bodies, a severe acidosis ensuing. 
On physical examination in the early stages, 
the patient may present nothing on which to 
base a diagnosis. However, in the majority of 
cases, there is presented a picture which can 
hardly be mistaken for any other condition 
with the single exception of pylorospasm. A 
careful study of the individual case will clear 
up any doubt one may entertain as to the ident- 
ity of the disorder. Seen early, the patient 
is usually well nourished; later, varying de- 
grees of emaciation are presented. Occasion- 
ally, a striking objective sign is a fullness of 
the upper half of the abdomen and a corre- 
sponding flatness of the lower half; especially 
is this true if food has just been given. Char- 
acteristic left to right peristaltic waves of 
gastric origin, beginning in the left hypochon- 
drium and disappearing at or just to the right 
of the median line a little above the umbilicus, 
slowly follow each other across the abdomen. 
The waves are about the size of a hen’s egg 
with a projection of about one-eighth to nearly 
only-half inch above the surrounding abdom- 
inal level; often two or three waves are seen 
at the same time. The waves are best elicited 


breast milk or water; if more is given, disten- 
tion occurs and the picture is obscured. Rare- 
lv, cases have been met with in which no gastric 
peristalsis could be seen. 

Tumor.—Most writers agree that in the ma- 
jority of cases an olive-shaped tumor, varying 
in size from the terminal phalanx of the little 
finger to that of the thumb, can be palpated 
at or near the median line of the abdomen be- 
tween the umbilicus and the ensiform. It is 
usually found in the median line or just to 
the right of the median line; occasionally it 
is high under the liver margin. Ladd and 
others have called attention to the fact that, 
owing to the rather frequent location in the 
latter area, it is often impossible to determine 
its presence. The tumor is hard and is de- 
scribed as presenting a “cartilaginous feel.” 
Examination for the tumor is best done imme- 
diately after an attack of vomiting, or when 
the stomach is empty. If the abdominal mus- 
culature does not relax sufficiently, ether may 
be employed as an anaesthetic; this is rarely 
necessary. 

Parnovocy: At autopsy, hypertrophy or 
hyperplasia of the circular muscular fibers of 
the pylorus constitutes the principal lesion 
found. The longitudinal fibers are involved to 
a lesser extent. The thickening is at times so 
great as to completely occlude the lumen of 
the pylorus, and is more marked at the duod- 
enal end than at the gastric portion. Mod- 
erate hypertrophy of the muscular coat of the 
pyloric end of the stomach is also observed. 
Secondary changes are seen in the stomach 
walls, and dilatation of the stomach is fairly 
constant. The intestines are usually collapsed. 

Dracnosts: In well defined cases this is 
usually not difficult. Early and _ persistent 
vomiting of the projectile type in an infant 
from a few days to three or four weeks of 
age should at once put the observer on guard. 
The hunger after vomiting, the constipation, 
oliguria and the rapid emaciation accentuate 
the picture. The left to right peristaltic waves 
and the presence of a small firm tumor deep 
in the midline of the abdomen or just to the 
right of it and between the umbilicus and the 
ensiform are almost pathognomonic. If the 


tumor relaxes and entirely disappears under 
the examining fingers, spasm of the pylorus 
must be regarded as the more probable con- 
dition. 
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judgment of the most keen observer. 
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The disorders from which pyloric stenosis 
must be differentiated are habitual vomiting, 
chronic indigestion, and pylorospasm. In 
habitual vomiting from over-feeding, the vom- 
iting is not projectile, the stools are fecal in 
character, and normal in amount; there is no 
oliguria and the patient thrives. The gastric 
peristalsis is not perceptible and a tumor can- 
not be felt at the pylorus. 

In chronic indigestion the vomiting is not 
projectile, the stools show evidences of indi- 
gestion, onset is usually much later and after 
weeks or months of artificial feeding. Gastric 
peristalsis is absent and a tumor is not felt. 

Over the question of pylorospasm has the 
controversy waxed warmest, some writers con- 
tending that it does not constitute a clinical 
entity, the great majority admitting its fre- 
quent presence as a contributing factor in the 
production of symptoms in true stenosis. ‘That 
spasm of the pylorus not infrequently occurs 
independently of muscular hypertrophy ap- 
pears to have been definitely established. In 
milder degrees of pylorospasm the emaciation 
is less extreme, the stools contain a moderate 
amount of fecal matter, the oliguria is less 
marked, the vomiting is frequently attended by 
pain, onset of symptoms is usually later and 
the condition occurs more commonly in the 
urtifically fed. In the more severe cases of 
pvlorospasm, the persistent vomiting with cefi- 
nite gastric peristaltic waves and occasionally 
the presence of a pyloric tumor may tax the 
However, 
the condition yields to medical and dietetic 
treatment and the passage of the duodenal 
catheter solves the problem in practically every 
instance. Fluoroscopic examination after the 
barium meal will also prove of service. 

Alfred F. Hess, in a paper published in 
1912, first called attention to the employment 
of the Nelaton catheter in determining the de- 
gree of patency of the pyloric orifice. He 
showed that the normal new-born infant's 
pylorus would admit a No. 14 French catheter 
and that at two or three months up to a No. 
23 French could be introduced, but not a larger 
one. According to Howell, the following fig- 
ures are approximately normal: Birth to two 
months. 13 or 14 French: two to six months. 
15 or 16 French: six to twelve months. 17 or 
18 French; one to two years, 18 or 22 French. 

In studies on pyloric stenosis and pyloro- 
spasm, Hess showed that spasm with the class- 
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ical symptoms of stenosis could occur without 
the presence of the latter anomaly. He also 
demonstrated the ease with which infants could 
be given duodenal feedings through the Nela- 
ton catheter. The technique of investigation 
of the size of the pylorus is as follows: 

A not too soft No. 14 French rubber catheter 
is selected and markings made at 20, 25 and 
30 cm. from the eyelet end. The patient is 
securely wrapped in a sheet and placed in the 
supine position on a table, an assistant steady- 
ing the head. The catheter, with water only 
as a lubricant, is introduced into the pharynx 
and gently passed through the cardia which 
is reached at about 20 cm. The tube, in its 
passage through the stomach, is deflected 
sharply to the left and along the greater curva- 
ture of the stomach, entering the pylorus at 
about 25 em. The normal pharyngeal and 
cardiac (gastric) reflexes are readily recog- 
nized; a similar reflex, as evidenced by gag- 
ging, occurs as the tube passes the pylorus but 
persists only a few seconds. In pylorospasm 
the reflexes are increased, rarely to such an 
extent as to prevent access to the duodenum 
at the first attempt. By giving a small amount 
of water, the pylorus usually relaxes sufficient- 
ly to permit the tube to enter. Normally, be 
fore the pylorus has been entered, if the tube 
is not held in position, it will be seen to slowly 
emerge from the mouth. When the pylorus 
has been passed, it remains in situ, and gentle 
traction will show a positive resistance to its 
removal, indicating contraction of the pylori 
sphincter over the tube. Duodenal contents 
may or may not be aspirated through a pipette 
inserted into the external end of the tube. The 
procedure is not difficult and one soon becomes 
proficient in introducing the tube. The find- 
ings of Hess were confirmed by the fluoro- 
scope. 

Iluoroscopic examination after bismuth or 
barium meals is enthusiastically advocated by 
Strauss says that the “peculiar 
seen in 


many writers. 
characteristic snake-like contractions” 
the pylorus after the bismuth meal, and which 
are independent of the rest of the stomach, 
“are absolutely pathognomonic.” Babies who 
have been voruting several days bear the bis- 
muth meal poorly. By this procedure lit- 
tle information is gained which cannot be de- 
termined by the clinical course and physical 
findings, including, of course, the result of the 
employment of the duodenal catheter. It 
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would appear that in many instances the bis- 
muth meal could be dispensed with to the 
great advantage of the baby, particularly if 
the little patient’s vitality has been much low- 
ered by prolonged vomiting. 

Sequetae: Chronic gastro-intestinal dis- 
turbances often follow incomplete stenosis of 
the pylorus. Dilatation of the stomach is quite 
common. Hypertrophy of the pylorus may 
persist for many years without giving rise to 
symptoms. 

Treatment: All cases of pyloric stenosis 
should be considereel potentially surgical but 
no case should be treated surgically unless un- 
der medical treatment the patient is losing all 
his food or is shown to have lost 20 per cent. 
in weight and still losing. If 20 per cent., or 
in the opinion of some writers, 33 1-3 per cent., 
of the weight at onset has been lost, the Fredet- 
Rammstedt operation or some modification 
thereof should be done without delay. Strauss 
says that if 70 per cent. or more of the bis- 
muth meal goes through in four hours medical 
treatment should be successful. If a 14 French 
or larger catheter can be passed through the 
pylorus, the condition can almost certainly be 
successfully treated without surgical interven- 
tion. 

Two contributions to the non-surgical treat- 
ment of this disorder stand out above all 
others, viz; thick cereal feeding as employed 
by Sauer, as early as 1914, and the use of 
atropine as outlined by Haas in 1918. Sauer 
employs thick cereals as follows:—One part of 
cereal (usually farina) to seven of fluid (three 
of milk and four of water) are boiled in a 
covered double boiler for one hour. Sugar and 
salt are added in the desired amounts. The 
mixture is cooked until it adheres to an in- 
verted spoon. Sauer emphasizes patience in 
feeding, at first an hour or more being re- 
quired. He begins by giving thick cereals with 
each nursing. If this is not effective in lessen- 
ing the vomiting, he alternates thick cereals 
with breast feedings. If both methods fail, 
thick cereals only are employed. The patient 
is placed on the right side after each feeding. 
Water is supplied by retention enemata, by 
the Murphy drop method, or by hypodermocly- 
sis. There appears to be no good reason why 
the intra-peritoneal injection of 5 per cent. glu- 
cose in physiologic salt solution should not be 
done in emergencies. When thick cereal feed- 
ings have been persisted in for some time, 
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liquids also pass through the pylorus. About 
five to eight weeks of thick cereal feedings are 
required before an appreciable amount of 
liquid can be retained. Milk mixtures are then 
gradually substituted. 

Haas gives a 1:1000 solution of atropine sul- 
phate, beginning with one drop at each feed- 
ing and cautiously increasing the dose until 
a maximum of 1/24 gr. is given each twenty- 
four hours. The largest dose employed by him 
in twenty-four hours is 1/16 gr. He says that 
pallor rather than flushing of the skin is a 
danger signal. Children are peculiarly resist- 
ant to atropine poisoning, hence the large 
doses without untoward effects. The method is 
worthy of further investigation and gives 
promise of being of considerable value. 

Gastric lavage and duodenal feedings have 
their place in individual cases. Short and long 
intervals of feeding have equally enthusiastic 
advocates. Because of the well known fact 
that fats prolong the emptying time of the 
stomach, the milk mixtures at first given should 
be relatively free from fats, hence whey mix- 
tures have been widely employed. 

Morrauiry: The reported death rate in 
medically treated cases ranges from none to 
58 per cent.; that in the surgically treated 
from 2 per cent. to 50 per cent. The death 
rate is largely determined hy the early or late 
recognition of the condition. In the past five 
or six years surgical interference has been at- 
tended by a much lower rate than in former 
years and should be considerably under 10 per 
cent. In medically treated cases the death ‘rate 
is lower than formerly. Sudden death frem 
associated thymus enlargement has been oc *1- 
sionally reported but not frequently enough 
to more than suggest thymus enlargement as 
a considerable ‘factor in the death rate. 

Almost all cases of congenital hypertrophic 
pyloric stenosis are first seen by the genera! 
practitioner or the obstetrician. The symptoms 
and the physical signs are nearly always rea- 
sonably easy of interpretation. The soft eub- 
ber catheter affords a ready means of clear‘ny 
up the diagnoisis. Let me urge that no case 
of persistent vomiting occurring in the early 
weeks of infancy be temporized with, if the loss 
of weight is constant, after four or five davs 
of treatment, or if it reaches 20 per cent. of 
the weight at onset of symptoms. 
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SURGICAL TREATMENT OF CONGEN- 
ITAL HYPERTROPHIC PYLORIC 
STENOSIS.* 
By STUART McGUIRE, M. D., 
During the last ten or twelve years I have 
operated on a progressively increasing number 
of babies with congenital hypertrophic pyloric 
stenosis. These cases have all been referred to 
me by two or three local pediatrists. In no 
case has a patient been brought to-me by a 
This would seem to in- 
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general practitioner. 
dicate that as a rule the family doctor is unable 
to diagnosticate the condition with sufficient 
certainty to be willing to rely on his own 
opinion. He either refers the case to a baby 
specialist or waits for it to get well or die 
under expectant treatment. No one appreci- 
ates the value of the various specialists in 
medicine more than I do. Almost daily T am 
indebted to one of them for advice that helps 
me out of a difficulty. But good baby special- 
ists are rare and they are usually located in 
large cities, while babies are numerous and 
they are especially prevalent in country com- 
munities, hence the general practitioneer should 
be able to make a diagnosis of congenital py- 
lorie stenosis without aid and with a certainty 
and assurance that will lead to proper treat- 
ment. 
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The objects of Dr. Wilson and myself in 
preparing this joint paper are to stress the 
frequency and importance of the disease, to 
describe the symptoms upon which a diag- 
nosis may be made, and to give the details of 
the medical and surgical treatment. My early 
cases of pyloric stenosis were subjected to a pos- 
terior gastro-enterostomy but, since the intro- 
duction of the Rammstedt operation, I have 
used it exclusively, as it is equally as effective 
and a much easier and safer procedure. The 
Rammstedt operation is familiar to all sur- 
geons, but there are certain features of its 
technique which I have learned by observation 
or experience to which I wish to call attention. 
Singly, they may seem unimportant, but col- 
lectively, in my opinion, they will materially 
influence the mortality of the operation. 

1. Instruments. I believe it was Crile 
who said that in operating on a Lilliputian 
patient the surgeon should employ Lilliputian 
instruments. A watch connot be adjusted 
with an ordinary screwdriver and a six or 
eight weeks old baby cannot be satisfactorily 
operated on with standard surgical instru- 
ments. Every surgeon who does much work 
on babies should have a special kit of tools for 
these cases, consisting of small scalpels, mina- 
ture retractors, mosquito artery forceps, deli- 
cate needles and needle holders, ete. 

2. SPECIAL OPERATING TABLE. A small baby 
placed in the center of an ordinary surgical 
operating room table is a little bit of wiggling 
humanity who cannot be restrained by the 
usual straps or bandages, and who is so far 
from the edge and so low in the center that it 
is a back breaking ordeal to carry out the 
steps of a surgical operation. If the little 
patient is placed on a feather pillow in order 
to elevate him and protect him from the chill 
and hardness of the metal or glass top of the 
table. he soon sinks into a depression and little 
is gained. 

Dr. W. L. Peple, of Richmond, who has 
had a large experience in abdominal work on 
infants, has devised a simple and cheap access- 
ory. which can be placed on any ordinary 
table, that overcomes the aforementioned diffi- 
culties. It consists of a small wooden table 
about six inches in height. ten inches in width. 
and twenty-four inches in length, and has 
adjustable straps to confine the patient’s arms 
and legs. By placing one or two bags filled 
with hot water beneath it and covering it with 
a small blanket. the baby can be kept warm 
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without danger of receiving burns. If this 
accessory table is not at hand, a satisfactory 
substitute can be improvised by using a proper- 
ly shaped operating room stool. No one, who 
has not tried it, can appreciate the added ease 
and comfort in operating on a baby elevated 
in the manner described. 

3. AwnarsrHesiA. As is usually the case 
when it comes to the subject of the anaesthetic, 
there is a controversy. I personally dislike 
to work with local anesthesia as it is time 
consuming and nerve racking, but after con- 
siderable experience with this special oper- 
ation, I have come to the conclusion that it 
should always be done by anesthetizing the 
operative field with novocain and pacifying 
the patient by means of a sugar rag. The last 
is very important feature and by means of 
it I have often operated on a baby without 
a whimper or outcry during the ordeal. The 
idea was gained by witnessing a Jewish cir- 
cumcision at which an assistant to the Rabbi 
held a cup of sweet wine which contained a 
number of boluses of sugar tied in linen or 
gauze. No local anesthetic was used but each 
time the baby opened its mouth to cry one of 
them was popped in and the result was as 
effective as it was ludicrous. 

4. Inctston. The abdominal incision should 
be made through the upper right rectus. 
over the region of the hard movable tumor 
if it can be palpated. This incision should 
not be over an inch and a half in length, as 
this is long enough to permit the delivery of 
the pyloric end of the stomach and is short 
enough to prevent the undesired protrusion 
of other viscera. If there is any difficulty in 
bringing up the thickened pylorus with the 
finger, it may be delivered with a blunt hook. 

The obstruction to the pyloric opening of 
the stomach should then be relieved by dividing 
the hypertrophied tissue. The hard globular 
mass is held between the thumb and finger 
of the left hand and a longitudinal incision 
is made through its least vascular part. be- 
ginning on the stomach side and cautiously 
ending over the duodenum. At one time sur- 
geons were advised to use a very sharp knife 
and to dissect down accurately to the mucous 
lining. By following this practice I twice 
accidently opened the lumen of the duodenum. 
T have found that the easiest and safest way 
is to make an incision only partly through 
the cartilaginous tissue and then take the 
handle of the knife and make pressure in the 


line of the cut. The structure will break I'ke 
the rind of a melon and the cleavage between 
it and the underlying mucous membrane will 
at once be apparent. The cut edges of the ir: 
cision are then spread out with forceps until 
the constricted mucous lining unfolds and 
the obstruction to the pylorus is relieved. | 
have never attempted to cover the raw surface 
of the wound thus produced in the pylorus 
with a piece of omentum, or with a plastic 
flap cut from adjacent tissues as sugeested| 
by Strauss and I have had no symptoms to 
develop which made me regret not doing s». 

5. Swurure anp Dressinc or AppomrNan 
Wowunp. It is not safe in closing the abdomi- 
nal incision to trust to simple tier sutures 
with catgut. TI know this to my sorrow. 
Patients with pyloric stenosis usually iiave 
impaired vitality and their tissues heal slow- 
ly. They are fretful, have frequent crying 
spells and are likely to be distended with gas. 
All these facts make the possibility of the 
incision opening up greater than is the case 
after other abdominal sections. Therefore, 
in closing the incision, two or three through- 
and-through silk worm gut sutures should 
be inserted, including skin, fascia, muscle and 
peritoneum. After these are in place, the 
various structures should be approximate«d 
with catgut and then the silk worm gut sutures 
tied. If adhesive straps are used to retain 
the abdominal dressings in place, be care- 
ful that they are not applied too tightly as 
otherwise trouble may result. 


TREATMENT OF HEMORRHOIDS.* 
By HARVEY B. STONE, M. D., Baltimore, Md. 

A common question asked by physicians and 
medical students is “What is the treatment for 
hemorrhoids?” as though there were a single 
set method of universal applicabilitv. ‘The 
answer usually given to this question is “It 
depends on the kind of hemorrhoids.” There- 
fore, the first step in determining treatiment 
is a good examination. Let it be said here 
that a casual external inspection or even a 
digital examination does not constitute a good 
examination—much less is it excusable to ac- 
cept the patient’s statement that he has hemor- 
rhoids. The writer has seen many cases of 
fissure-in-ano, polyp, rectal ulceration and 
carcinoma that were sent in with a primary 
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label of hemorrhoids. A good examination 
requires a firm table, a good light, best the 
knee-chest position, and in most cases a procto- 
scope, plus a trained and experienced examiner. 

Assuming that the examination reveals the 
presence of hemorrhoids, two principal groups 
may be recognized—those cases requiring op- 
eration for cure and those which may be 
handled by some non-surgical method. None 
but the enthusiastic operator will deny the 
existence of a very large number of cases in 
which palliative measures are quite sufficient. 
These measures consist in securing regular, 
soft bowel movements, avoidance of straining, 
and the local use of ointments or suppositories 
containing mild stringents and 
What then are the indications for operation? 
First, hemorrhage. Rare and slight bleeding 
may be no reason in itself for operation, but 
persistent slight bleeding, or occasional free 
bleeding, or regularly recurrent moderate 
bleeding are all sufficient cause for operation. 
Second, protrusion. The constant eversion of 
redundant tissue, causing interference with 
cleanliness, tendency to thrombosis and ulcera- 
tion, and general discomfort is a reason for 
surgical removal. Third, pain. Hemorrhoids 
when uncomplicated, are not painful. Pain 
means the onset of thrombosis, ulceration, ab- 
scess or other complication that in itself needs 
surgical treatment. 


sedatives. 


Now to consider surgical methods. Most of 
those who ask “What is the treatment of hem- 
orrhoids!” explain their real meaning by a 
second question “What operation do you do 
for hemorrhoids?” To this again the answer 
is: “It depends on the case.” The writer has 
departed from the custom in which he was 
trained, of nearly always doing the White- 
head operation, and has adopted a fairly wide 
electicism. In a few cases, where only one or 
two hemorrhoidal masses are present, and some 
other condition makes extreme simplicity ce- 
sirable, a method is employed which is per- 
haps scarcely surgical, and which charlatans 
have misused and brought into disrepute. This 
consists in injecting the mass with some sub- 
stance such as alcohol, solutions of quinine and 
urea hydrochloride, or carbolic acid, which 
causes tissue necrosis and sloughing of the 
hemorrhoids. There may be theoretical and 
some real objections to this method, but when 
carefully performed in properly selected cases 
it has a minor place in the treatment of hemor- 


rhoids. Excluding this minor group, the cases 
that require surgical removal may be divided 
into those which present more or less discrete 
hemorrhoidal masses, and those in which the 
whole anal circumference is involved, or, as 
it is often termed, those having a complete 
rosette. For the first of these classes, the 
Allingham, the Pennington, the clamp and 
cautery, and innumerable other sub-varieties 
of operations have been published and used. 
The essential principle of all consists in the 
removal of the hemorrhoids by incisions in 
the long axis of the anal canal, so that the 
wounds left are straight and run up into the 
anal canal, instead of being circular as in the 
Whitehead. The writer uses generally the 
following method: The hemorrhoidal mass is 
clamped and pulled down and its upper pole 
ligated by one end of a continuous fine catgut 
suture. The hemorrhoid is then excised, care 
being taken to remove all blood-vessels, and 
the suture used to close the oval defect by 
passing it from side to side in a continuous 
lock-stiteh. 

When there is a complete rosette of hemor- 
rhoids, especially, as is usual, with some pro- 
lapsus of mucosa, no other method meets the 
indications as does the Whitehead operation. 
It is to be remembered that the Whitehead op- 
eration is more difficult to perform correctly 
than the ordinary hernia, appendectomy, or 
gastro-enterostomy ; that it requires most care- 
ful and accurate dissection and suture, and that 
it entails possibilities of damage to sphincter 
control, of stricture, and of sensory disturb- 
ance. But, with all these qualifications, it 
still remains, in properly trained hands, the 
one operation for a most important group of 
cases. The qualifications mentioned, however, 
should restrict its use to those cases only in 
which it is really indicated. 

In certain cases where one-half of the anal 
circumference is generally involved in vari- 
cosities, the writer has done a half-Whitehead 
with very satisfactory results. 

The question of anesthesia is often raised. 
and will be mentioned here only to say that 
local anesthesia has a very wide field of use- 
fulness in rectal surgery generally. Its use 
has rarely been attempted by the writer for a 
complete Whitehead, but for all the other 
types of hemorrhoid operation it is immensely 
satisfactory in properly selected cases. Its in- 
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dications and contra-indications are much the 
same as for local anesthesia in other fields. 

In conclusion, a word about post-operative 
pain. The convalescence from hemorrhoid- 
ectomy used to be one of the most painful in 
the whole surgical range. Persistent efforts 
have changed this condition so that now it is 
very frequently the case that no pain at all, 
or very little, is experienced after operation. 
Various factors have contributed to this result. 
The rectal plug has been abandoned. Wound 
edges are handled with care to avoid tags. 
Sutures are not drawn too tight. Skin is 
wounded as little as possible and, when it is 
necessary to incise skin, the creation of pockets 
and dog-ears is avoided. Lastly, after opera- 
tion a small amount of 95 per cent. alcohol in 
numerous very small quantities, two to three 
drops, is injected with a fine hypodermic needle 
just under the skin in multiple puncture 
wounds about the whole anal margin, about 
one c. m. outside the anal margin. This pro- 
duces a local anesthesia lasting several days 
which helps greatly in abolishing post-opera- 
tive pain. 

18 West Franklin Street. 

DISCUSSION. 

Dr. Stanley H. Graves, Norfolk:—I have enjoyed 

Dr. Stone’s paper very much. The subject of 
hemorrhoids is a very interesting one. 
_ No one knows just how much these patients suf- 
fer, and never mention their discomfort. I have 
a patient whom I operated on the day before | 
left for this meeting, who has suffered from bleed- 
ing hemorrhoids for six years, and was so ex- 
hausted she had to abandon her business, yet she 
had never sought treatment. I operated on her 
very successfuly, and am sure she will be entirely 
relieved in time. 

As to examining these patients, a proctoscopy 
in the hands of the general practioner is rather 
difficult but, when the patient calls on the special- 
ist, a diagnosis is relatively easy. We are often 
surprised at the great number of findings which 
were thought to be hemorrhoids, but are not. A 
few days ago, a little seven year old boy was 
referred to me for supposed hemorrhoids, which 
proved to be a rectal polyp about 244 inches from 
outlet of bowel which was causing all his irrita- 
tion and bleeding. 

I use morphia with most of my cases, as there 
is usually considerable pain about two hours af- 
ter operation; also exercise considerable care with 
first movement of bowel. Much discomfort can be 
prevented at this time by injecting about four 
ounces of sweet oil through tube, then a small 
S. S. enema. As soon as emptying of bowel is 
over, put them in tub of hot water (Sitz bath). 

Most of my cases are done under local anaes- 


thesia. 
As to the Whitehead operation, this is fine where 
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there is marked prolapse. I do not like the opera- 
tion. It should not be attempted except by a very 
skilful surgeon, and then with great care, and 
good after-nursing and attention, if the best re- 
sults are to be obtained. 


FURTHER OBSERVATIONS UPON THE 
USE OF BAGS AND VERSION AT TERM.* 


By M. PIERCE RUCKER, M. D., Richmond, Va 

At our meeting last year in Petersburg. 1 
reported fifty cases of the combined use of 
bags and version at term, with morphin and 
scopolamin in the first stage. These three 
obstetrical procedures have been tried sepa- 
rately for a number of years, but their combi- 
nation is new, although each seems particu- 
larly adapted to the other. The morphin 
and scopolamin makes an excitable and anx- 
ious patient tolerate the bag and shortens the 
first stage, while familiarity with versions, 
as done by Potter, robs the bag of its inherent 
dangers of malposition and prolapse of the 
cord, and also practically eliminates the sec- 
ond stage of labor. The conclusions of last 
year as to the benefits to be gained by the 
method still hold good, but further experi- 
ence has shown the desirability of certain 
minor changes in technique, especially as to 
the time of administration of the drugs, and 
the preparation of the patient. 

Occasionally, when morphin and scopola- 
min are given before the bag is placed, the 
patient becomes unmanageable when the in- 
troduction of the bag is attempted. She can 
not be reasoned with, and strains and struggles 
so that a general anesthetic has to be given 
before you can even make a vaginal examina- 
tion. This has happened to me three times. 
My practice now is to give only morphin be- 
fore the bag is placed, and if the patient com- 
plains of my hurting her, to give her gas- 
oxygen when I introduce the bag. A few of 
my patients have had no preliminary dose of 
morphin, and have complained of no pain 
whatever. I am inclined to think that it is 
only when the patient is frightened by the 
preparations, that gas-oxygen is necessary. 
Scopolamin is begun as soon as the patient is 
put back to bed. A darkened room is of great 
help at this stage, but I no longer rely upon 
the memory test as a guide in the adminis- 
tration of the scopolamin. The first dose is 
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one one-hundredth of a grain. After that 
one two-hundredth of a grain is given often 
enough to keep the patient drowsy between 
pains. The total amount of scopolamin per 
case averages a fiftieth of a grain. 
PREPARATION OF THE PATIENT. 

It was my custom, after the usual prepara- 
tions, consisting of shaving, a soap and water 
scrub up, and rinsing with bichloride of mer- 
cury solution and sterile water, to introduce 
a large bivalve speculum, lubricated with the 
tincture of green soap, and swab the cervix 
and the vagina from above downward with 
equal parts of the tincture of iodine and al- 
cohol. Although I have always been careful 
to prevent the iodine from running down upon 
the rectum, this procedure has caused some 
pain in most patients. Then too, it has caused 
a dryness and a certain amount of swelling of 
the vaginal mucosa, that lias in a measure in- 
terfered with the easy introduction of a bag. 
This has been especially noticeable in primi- 
parae. For this reason, I have endeavored 
to find a substitute for the iodine. Young, 
White, and Swartz, in their preliminary re- 
port!, “A New Germicide for Use in the Geni- 
to-Urinary Tract: Mercurochrome-220° find 
that this new drug has the following quali- 
ties that make it valuable. It has great ger- 
micidal power, ready penetration of the tis- 
sues, ready solubility and stability of solution, 
and sufficiently low toxicity to avoid systemic 
effects from the small amounts of the drug 
that may be absorbed. In addition, it does 
not cause irritation, as is shown by its toleration 
by the bladder for several hours. Mercuro- 
chrome-220 then seems to be just the drug I 
have been looking for. It is a brilliant red 
and is of sufficient contrast to the pink of 
the vaginal mucosa, to make it apparent when 
any portion is overlooked. I have, therefore, 
recently been using a 1% solution of this dye 
in place of the iodine and have painted not 
only the cervix and vagina, but also the vulva 
and adjacent skin. So far, it has worked very 
well and has caused no irritation. The pa- 
tient is shaved, scrubbed with tincture of 
green soap and sterile water, and then with 
bichloride as before, and rinsed with sterile 
water. The lower part of the abdomen, the 
inner aspect of the thighs, and the vulva 
are painted with the mercurochrome  so- 
lution. If any folds between the labia are 


overlooked, the unstained skin or mucous 
membrane calls attention to the omission 
at once. A_ bivalve speculum, lubricated 
with the tincture of green soap, is introduced 
and the cervix is exposed. It is treated with 
a large swab saturated with the solution. 
The speculum is withdrawn and then the swab, 
so as to wipe out the vagina from above down- 
ward. A Voorhees bag, rolled up tightly to 
form a cylinder, and held by a special clamp, 
is then placed within the cervix under the 
guidance of the finger. This can be done very 
readily as the cervix is usually partly dilated. 
Sometimes it is necessary to insinuate the fin- 
ger into the cervical canal and draw it forward 
in order to get sufficient dilatation. 

The No. 5 Voorhees bag has proven the 
best size for routine use, as it gives sufficient 
dilatation for version and starts up labor pains 
sooner than the larger size. In certain cases 
of funnel pelvis, when version is not desirable, 
a No. 2 bag is preferable as it is not so likely 
to displace the presenting head. The bag is 
weighted until the patient begins to have reg- 
ular pains, and then the weight is removed. 
As soon as the bag is pushed through the cervix 
by the uterine contractions, preparations are 
made for delivery, except of course when the 
small No. 2 bag is used. The patient is anes- 
thetized and the bag is withdrawn. The dila- 
tation of the vagina is completed in the manner 
described by Potter, and a Potter version is 
done. 

Very little, if any, damage is done to tlhe 
birth canal. If there is any laceration of the 
vagina, it is repaired with catgut. All cases, 
whether torn or not, get a deep suture of silk- 
worm gut. This is secured by a shot and cut 
close so that there are no sharp stiff ends to 
bother the patient and complicate the after- 
care. The sutures are placed immediately 
after the birth of the baby while the patient 
is still under the influence of the anesthetic. 
If there is no bleeding, the uterus is left ab- 
solutely alone until the placenta separates, and 
then the afterbirth is expressed in the usual 
way. The silkworm gut suture is then secured 
by the perforated shot. It is left until the 
patient comes to the office in the fourth or 
fifth week of the puerperium for her discharge 
examination. Its removal is easier at that 
time and, in the mean time, it has given the 
perineum a certain protection. 
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Resurs. 

My results in the past year have not dif- 
fered materially from those I reported in Pe- 
tersburg. The immediate results both as to 
the mother and the child, I gave in detail at 
that time?. I thought that it might be inter- 
esting to report now the subsequent history 
of the children. Of the fifty cases, forty-nine 
babies were born alive. One was a still born 
macerated fetus. One baby died of an en- 
larged thymus on the first day. To the 
mothers of the remaining forty-eight a ques- 
tionnaire was sent. Forty-six replies were ob- 
tained, although six of the illegitimate chil- 
dren could not be followed for an entire year: 
one was lost sight of after six weeks, one after 
two months, three after four months, and one 
after eight months Forty babies were 
followed for a year or more. The six illegitimate 
babies were discharged in excellent condition 
and it is probable that they have continued in 
good health, as it is usual for them to be return- 
ed to the maternity home if anything is wrong 
with them in the first vear. They are sent out 
with a guarantee, so to sepak. Thirty- eight 
babies were reported to be in excellent heath. 
One was under weight as the result of whoop- 
ing cough of several months’ duration, and 
one was evidently luetic. He had been delicate 
from birth and had the “snuffles” and an en- 
larged liver. At the present time he has the 
appearance of marasmus and his doctor has 
great difficulty in getting any food to agree 
with him. Although when a year old he 
weighed 25 Ibs., his present weight, 2 months 
later, is only 16 pounds. The mother of this 
child had no prenatal care and I can not there- 
fore report upon her Wassermann. She gave 
the history of a great many miscarriages. 

Among the babies reported as being perfect- 
lv well, one gave the history of whooping 
cough, one of influenza, one of pneumonia, and 
two of bowel trouble. Thirty-three, or 82144 per 
cent. gave the history of never having been 
sick. One baby had a squint in one eye that 
had about disappeared at the time of the re- 
port, and another had weak eye muscles with 
frequent crossing of the eyes for several weeks. 
Other than these two there were no instances 
of nervous or muscular disturbance. Forty- 
five mothers described the shape of the head 
as “normal,” “perfect” or “beautiful.” One 
head was rather flat at the back. Forty babies 
are said to have slept well, one fairly well, one 
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well most of the time, two poorly, and two 
not stated. “Does the baby eat well?” is an- 
swered “yes” or “splendidly” 39 times, “just 
beginning” once, “no” thrice, and unanswered 
three times. Three babies began to say “mama 
and “papa” at 5 months, two at 6 months, one 
at T months, six at 8 months, four at 9 months. 
six at 10 months, two at 11 monthis, six at 12 
months, and three at 14 months. One child 
was not talking at 12 months, and in twelve in- 
stances this question was unanswered. It i- 
interesting to note that the two most backward 
children physically began to talk early. The 
luetic one began at 5 months and the whooping 
cough one at six months. The age at which the 
babies took their first step varied from 7 to 17 
months. One child, a bottle baby after three 
weeks, began to walk at 7 months, two at 5 
months, four at 9 months, one at 1 months. 
four at 11 months, eight at 12 months, two at 
13 months, two at.14 months, three at 15 
months, one at 16 months, and one at 17 
months. Cutting the first tooth is probably the 
most definite developmental sign and the one 
most generally noted by mothers. It was an- 
swered in 39 of my questionnaires. ‘Two babies 
cut first tooth at 4 months, four at 5 monthis, 
six at 6 months, seven at 7 months, nine at 5 
months, five at 9 months, four at 10 monthis, 
one at 13 months, and one at 20 months. The 
last one was breast fed for 114 vears. Twenty: 
live babies did not cry much in the first two 
months. Fifteen cried a great deal. Three 
babies cried for three weeks, but were good 
babies after the breast feeding was supple- 
mented with other feeding. Two mothers did 
not answer this question. “Much colic?” was 
answered “yes” 12 times, “no” 31 times, and 
unanswered 3 times. “Loose bowels?” was 
unswered “yes” 9 times, “slight” 2 times, “no” 
30 times, and unanswered 5 times. The entire 
series of 46 babies were breast fed for 6.25 
months, the extremes being zero (two cases) 
und 18 months. The average weight at three 
months (27 cases) was 11.5 pounds, the ex- 
tremes being six and sixteen pounds. At six 
months the average weight (28 cases) was 15.7 
pounds with 1014 and 21 as the extremes. At 
one vear the average weight (29 cases) was 22 
pounds the extremes being 18 and 30 pounds. 

In conclusion, it should be noted that the 
circumstances under which these babies were 
‘aised varied from that of an institution for 
the care of unmarried girls (8 cases) to that 
of a wealthy home with a baby specialist in 
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regular attendance. The majority of them 
belonged in ordinary homes and received the 
ordinary home care. The climatic conditions 
vuried from the mountains to tidewater, from 
Brookline, Mass., to subtropical Carolina. The 
kind of food varied considerably as can be 
-een from the following list: breast milk. cow’s 
milk, cow’s milk and barley water, condensed 
milk, dryco, cream of wheat with cow’s milk, 
malted milk, Mellin’s food, and dextri-maltose. 
All of the babies have gone through one sum- 
mer and some have gone through their second 
summer. That there should have been so little 
gastro-intestinal disturbance is remarkable. 
and points to the importance of continuing the 
investigation over a large series of cases. 


REFERENCES 


1. Young, Hugh H.; White, Edwin C.; and Swartz. 
Ernest O.: J. A. M. A. LXIII, 1483, (Nov. 15, 
1919). 

”. Virginia Medical Monthly, XLVII, 477 (Janu- 
ary, 2921). 


1600 Park venue. 


ANTISEPSIS IN OBSTETRICS.* 
By G. BENTLEY BYRD, M. D., Norfolk, Va 

For the past few vears there has been a 
tendency to shift from antisepsis to asepsis. 
The question naturally arises are we progress- 
ing or are we retrogressing, in making the 
change. I strongly believe that the profession 
is placing too much confidence in asepsis, par- 
ticularly in obstetrics. The field of obstetrical 
operation is a constant source of potential in- 
fection, the region about the vulva is teeming 
with micro-organisms, and this infected region 
has no distinct line of demarcation, but rather 
extends well up into the vagina. 

It is true that in hospitals every safeguard 
is thrown about the obstetrical patient, in 
the way of sterile linen and supplies, a special 
department for delivery, and trained assis- 
tance is present and ready to aid in every way: 
but we must remember that at the present 
day. only a small percentage of the obstet- 
rical cases are delivered in the hospital or 
even in well appointed homes. The vast ma- 
jority of them are obliged to be confined. not 
where conditions are ideal, but in homes sur- 
rounded on all sides by infection. TI feel that 
oftentimes we who practice obstetrics in a 
modern hospital where we have every facility 


*Read at fifty-second annual meeting of the Medical Society 
of Virginia in Lynchburg, October 18-21, 1991. 


VIRGINIA MEDICAL MONTHLY. 685 


and help in abundance, little appreciate the 
difficulties under which most of our fellow- 
practitioners in the rural districts do their 
work. Few men in the country are in a posi- 
tion to have sterile supplies for their patients, 
but this does not mean they are unable to 
do safe obstetrics. They have their antisep- 
tics and by using them along with a little 
“common sense” they will achieve the desired 
results, namely the delivery and after-care of 
their patients without infection. 

Just here it might be well to consider some 
of the antiseptics in common use and their 
relative value in obstetrical work. Iodine 
probably is the best all around antiseptic, 
but its peculiarity of requiring a dry field 
to be effective renders it practically useless 
in so far as obstetrics is concerned. It is the 
practice with some men to paint the vulva 
and surrounding parts and wash it off im- 
mediately with alcohol. just before delivery. 
but when we consider the great amount of 
moisture present at this stage. I feel that we 
have accomplished little by applying it. 
The fact that anesthesia is practically neces- 
sary before its application is often a contra- 
indication in itself. Soap and water. bichto 
ride of mercury, and carbolic each has a dis 
tinct field of usefulness. and with these we 
can do safe obstetrics from the standpoint of 
preventing infection. 

Preliminary to the first examination the 
patient should be thoroughly scrubbed with 
soap and water, then bathed with warm water. 
and finally with bichloride solution. She 
should then be given an antiseptic douche, 
consisting of 2% carbolic and green soap. I 
am aware that the last’ procedure con- 
demned by a number of prominent obstetri- 
clans, but the records of our clinie and hos- 
pital, extending over fifteen vears. lead i's to 
helieve it a safe procedure and to continue 
its use. To the present date there has never 
heen a case of infection to develop in a patient 
that we have delivered nor have our post 
partum complications ever indicated that the 
vaginal douche was an unsurgical procedure. 
Theoretically. the vaginal secretions sterilize 
the birth canal during the latter weeks of preg- 
nancy. This is not a fact. however. Kronig 
and Pankov have shown that streptococcus 
pyogenes exist in 75% of pregnant women. 
and in nearly all multipara. Walthard found 
pathogenic bacteria in 27% of the vaginae of 
all pregnant women and these hacteria could 
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be made virulent by proper cultural methods. 
To satisfy ourselves on this point, we carrie 
out the following experiments in a series of 
cases. Each patient on admission to the Ob- 
stetrical Department was scrubbed with soap 
and water and bathed with 1-3000 bichloride 
solution. A culture of the vagina and cervix 
was then taken and transferred to culture 
media. Following this, the patient was given 
a S. S. enema, the parts were again bathed. 
she was given a mild antiseptic douche con- 
sisting of 2% carbolic and green soap. After 
waiting for at least three hours, a second 
culture was taken. The findings were quite 
conclusive. In cultures No. 1, each case in the 
series showed three or more colonies of bac- 
teria at the end of 24 hours incubation, while 
cultures No. 2 never revealed more than two 
colonies and many of them had no growth 
after 24 hours incubation. The prevailing 
organism in the series was staphylococcus 
aureus. 

After securing a clean field for our obstet- 
rical work, it is our duty to keep it so. In 
the hospital and in outside work where it is 
possible to make the necessary preparations, 
the gown, sheets and towels are, of course. 
sterile. In private homes where from the 
mergency or other causes such sterile supplies 
ue not available, the parts can be completely 
surrounded by towels wet in warm bichloride 
solution and wrung out. In all cases the 
parts should be bathed off from time to time 
with an antiseptic solution and, for this, 2% 
carbolic and green soap is ideal, because you 
not only have the use of a germicide, but 
this particular solution acts as a lubricant as 
weil. Unnecessary vaginal examinations 
should not be made, vet I feel that the sub- 
stitution of the rectal examination as a rou- 
tine measure would get us into more serious 
trouble than could possibly be the case in care- 
fully made examinations by the vaginal 
route. It is an established fact that in gyneco- 
logical diagnosis the rectal examination ‘is 
never considered the one of choice, but 1s merely 
resorted to when we are unable to examine the 
patient vaginally. If this is a fact, how can 
the rectal examination be the one “par 
excellence” when it is a question of obstetrical 
diagnosis? The writer does not wish to leave 
the impression that he never makes a rectal 
examination in these cases, but to say that we 
cannot make a vaginal examination without 
infecting our patient is an admission that 


either we do not know, or that we fail to carry 
out our principles of preventing infection. The 
fear of carrying infection into the vagina 
by a vaginal examination seems to us to be 
most unreasonable. It is an admission, either 
that the gloved hand is unsterile or that the 
thorough scrubbing with soap and _ water. 
bathing with a strong antiseptic solution and 
douching with another antiseptic solution of 
sufficient strength, are not dependable. This 
is not only contrary to all reason, but it is also 
contrary to the experience of reliable men, 
who for many years have been following such 
a method without the slightest sign of trouble 
which would make them feel it to be risky. 
We cannot understand how the advocates of 
the no-examination plan can feel satis ‘ted 
about the progress of the case. While we 
Oppose unnecessary Vaginal examinations, yet 
we feel that these examinations should be 
made just as often as may be required to 
keep the obstetrician in touch with the case. 

As to the question of shaving the parts, 
while theoretically this may be a perfect plan, 
practically it is not one to be followed. It is 
often wise to clip the hairs surrounding the 
vulva, but to put every patient through the 
disagreeable ordeal of shaving is most humi- 
liating to say the least. If the obstetrician 
waits, as some do, until a late stage of labor 
before shaving or painting with iodine, the 
unexpected advance of the presenting part 
may frequently cause him to be so hurried as to 
carry out the preparation incompletely. The 
free and frequent use of an antiseptic solu- 
tion, following the first scrubbing with soap 
and water, and continuing throughout the 
labor, will sufficiently sterilize the parts, re- 
gardless of the hairs. 

Whenever it becomes necessary to carry on 
any manipulation in the uterine cavity, such 
as version, forceps, etc., it is our practice to 
give immediately afterwards an intra-uterine 
douche of 1-5000 bichloride solution at a tem- 
perature of 110 F. 

The after care should be along the same 
lines that have been suggested for the delivery. 
Frequent bathing with bichloride, care not to 
contaminate the vulva with rectal excretions, 
and keeping the parts protected with pads, 
which should be sterile. 

It is not the intention of this paper to be- 
little the use of the “aseptic” technique, but 
the writer does want to impress upon you the 
fact that chemical antiseptics still hold an 
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important place in safe obstetrics, and that it 
is his sincere belief that they should be made 
use of more freely than is the present day 
tendency. We must remember that when a 
woman in labor commits herself to our care, it 
is our duty that we get her surgically clean. 
and from that time forward keep her so, until 
her period of lying-in is passed. To arrive at 
this end, we must rely upon our antiseptics. 
which ones, is a matter for the physician to 
decide personally. In my opinion, none are 
more useful than soap and water. bichloride 
of mereury, and carbolic acid. 
Discussion. 

Dr. Joseph Bear, Richmond:—|)r. Rucker is to be 
congratulated on his excellent paper, for it covers a 
great scientific field. On the actual version, I beg 
to differ with him. I do not think that the intro 
duction of a bag with the performance of a ver 
sion as a routine should be done for, to my mind, 
it is manipulative obstetrics. In certain selected 
cases, where there are positive indications, version 
is a safe procedure. I thnk the entire question ot 
version so practiced in a routine manner is more o1 
less of a fad and, personally, I shall not use it ex 
cept in certain selected cases. In spite of the skill 
of the obstetrician, there is danger to both mothe: 
and fetus. 


Dr. M. Pierce Rucker, Richmond:—In regard 
to Dr. Bear’s question, the routine use of bags at 
term gets you away from the “stuck head.” The 
stuck head is due to a disproportion between the 
head and the pelvis, whether the pelvis be too 
small or the head be too large. One of the com- 
monest causes of this disproportion is the overdue 
baby. 

One word about Dr. Byrd’s excellent paper: We 
obstetricians have been so intent with our anti 
sepsis and asepsis, in keeping germs out, that we 
have forgotten the patient. I do not wish to mini- 
mize the importance of antiseptics, but we should 
also endeavor to keep the mother in good physical 
condition—avoid long difficult labor and postpartum 
hemorrhage. A patient exhausted by long suffer- 
ing or depleted by postpartum hemorrhage has no 
resistance to withstand the least break in _ tech- 
nique. 

I have not used an intrauterine douche for 
a number of years, but I have a vivid recollection 
of a case of bicloride poisoning caused by a 1- 
5,000 solution of bichloride of mercury. This 
patient had an incomplete abortion, and I curetted 
her, in her home. In about an hour she collapsed. 
I rushed her to the hospital with the diagnosis of 
ruptured uterus. An exploratory operation failed 
to reveal anything the matter in the abdomen and 
pelvis. Several days later the urine showed epi- 
thelial and granular casts. 

In regard to the postpartum care I have been in 
the habit of putting the patient at once upon gen- 
eral diet. By doing so, the milk forms more slowly 
and you get rid of the painful engorgement of 
the breasts that used to be so common. I also 
let the patient sit up whenever she feels like it. 
She does better and there are fewer retroversions 
when they sit up early. 


BORDER-LINE CASES OF CALCULUS 
DISEASE OF THE KIDNEY.* 


By R. ARTHUR HOOE, M. D. Washington, D. C. 

From a standpoint of prognosis as well as 
treatment, cases of calculus disease of the kid- 
ney would seem divisible clearly into three 
groups—operative, inoperable and border-line. 
The majority of cases fortunately fall well 
within the first group, which a single cal- 
culus may be found in the pelvis, calyx, or 
imbedded in the cortex accompanied or unac- 
companied by active infection. In such cases 
the indications for operation are outstanding, 
the operative risk at a minimum. In the sec- 
ond group, fortunately a smaller group. are 
found those cases in which large branched cal- 
culi are seen filling both renal pelves, extend- 
ing into the calices and invading the cortex 
with extensive destruction of the secreting 
structure. Here trauma incident to lithotomy 
would be such as to destroy the remaining 
functioning tissue, operation therefore being 
clearly contraindicated. In between these two 
groups we not infrequently encounter cases 
SO nearly approaching the second group as to 
render operation, although justifiable, hazard- 
ous because of accompanying conditions or 
combinations of conditions; hence the term 
border-line. Conditions and combinations of 
conditions which may place some of our pa- 
tients clearly within the so-called border-line 
group may be enumerated as follows: Lithi- 
asis, unilateral or bilateral complicating ad- 
vanced constitutional disease, lithiasis with 
secondary infection occurring in a fused or 
horseshoe or solitary kidney, lithiasis in one 
kidney, disease in the other, bilateral nephro- 
lithiasis inc luding stone in the ureter on either 
or on both sides. 

Confronted by such conditions, obviously 
one must arrive at a decision to operate and 
what operative course to pursue as well, only 
ufter most painstaking investigation and care- 
ful consideration. In the presence of advanced 
constitutional disease such as pulmonary tuber- 
culosis, diabetes or malignancy, operation 
would seem justifiable only as a heroic meas- 
ure for the control of alarming hemorrhage, 
the alleviation of acute pain due to obstruc- 
tion with renal retention, or for the purpose 
of drainage where there is infection with 
rapid systemic absorption. — 


*Read at the the second annual meeting of rr Medical Society 
of Virginia in Lynchburg, October 18-21, 19 
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Liraiasis Wirn Seconpary INFECTION OF A 
Kipney.—While it may be true that 
a single kidney has in the presence of uncom- 
plicated stone a peculiar tolerance for repeated 
operation, such is not the case when pyelo- 
nephritis or pyo-nephrosis presents as an ac- 
companiment. Here the tendency may be 
rapidly downward; however, with any degree 
of renal function remaining, lithotony with 
drainage if indicated, although heroic, would 
seem justifiable. 

AccoMPANteD BY Disease IN THE 
Oprostre Kipney.—The most common forms 
of disease occurring in the opposite kidney are 
pyelo-nephritis, pyo-nephrosis and hydro-ne- 
phrosis, although Braasch reports a case of 
tumor involving the opposite kidney which 
proved to be sarcoma. Where there is stone 
present in one kidney giving rise to acute dis- 
turbance and accompanied by pyo-nephrosis 
With systemic absorption in its fellow. indica- 
tions for operation may be most confusing, re- 
garding the kidney first to be dealt with. 
Drainage first of the pus kidney, or nephrec- 
tomy, according to the extent of destruction 
and the condition of the patient, is the more 
conservative procedure—the one of choice. 

When, however, there are acute symptoms 
requiring relief in the kidney containing cal- 
culus, nephrolithotomy with drainage, if neces- 
sary, is indicated, the pyo-nephrosis in the op- 
posite kidney being left temporarily undis- 
turbed. 

Binareran NePHROLITHIASIS STONE IN 
Oxe or Born Urerers.—Such cases when 
border-line may so present both structurally 
and functionally as to be most confusing re- 
garding operative procedure. As a rule, how- 
ever, complications, acute pain, continuous 
hemorrhage or toxic absorption from advanced 
renal infection, will indicate the kidney first 
to be attacked. It is probably a truth that 
pain is the greatest of guides in kidney surg- 
ery. 

When studying kidney function in the pres- 
ence of grave renal lithiasis, it must be re- 
membered that the findings may be very mis- 
leading. Irritation caused by a renal calculus 
or the mere placing of a ureter catheter for 
comparative study may reflexly so inhibit se- 
cretion as to render the phenolsulphonephtha- 
lein estimate valueless. The fact, therefore, 
must be borne in mind that a long delay in 
appearance of the dye or a low output is not 
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necessarily a contraindication to operation. 
Importance of the value of repeated tests of 
renal function may be emphasized in the fol- 
lowing case in point: 

Mrs. M. B., age 45, was seen at the Mary 
Washington Hospital, Fredericksburg, Va., 
in consultation with Doctors Pratt and Har- 
rison, on September 9th, 1921. 

On. admission, her temperature was 102. 
pulse 90, respiration 18. The patient gave a 
history of repeated attacks of pain in the re- 
gion of the right kidney, extending over a 
period of ten years. No history, however, of 
recent pain in this region. Upon admission 
to the hospital her pain was abdominal and 
referred to the left lumbar region. 


When seen by us her temperature was 99, 


pulse 86, respiration 20. There was no ab- 
dominal pain and the tenderness over the kid- 
ney posteriorly while definite, was less marked, 
according to Dr. Pratt, than on the previous 
day. The leucocyte count on September 9th 
was 14,600 differential count, polys. 71 per 
cent, large lymphocytes 10 per cent, small 
lvmphocytes 14 per cent. Roentgenograms 
made by Dr. Smith showed a large shadow 
in the right renal area filling the pelvis and 
extending into the calices. An irregular 
shadow was also noted in the lower portion 
of the left, kidney, presumably in the lower 
calyx. The kidney itself being clearly out- 
lined was seen to be enlarged, its lower pole 
extending to the lower border of the trans- 
verse process of the third lumbar vertebra. 
There was also to be seen a small shadow, ap- 
parently in the ureter and at a point opposite 
the articulation of the third and fourth lum- 
bar vertebrae. 

The catheterized bladder urine which was 
acid showed the presence of albumen and pus 
in considerable quantities. Coeci and bacilli 
T. B. negative. 

Upon cystoscopic examination, the bladder 
was normal in appearance. Ureter catheters 
were passed 25 c.m. up on either side. Mark- 
ed tendency to their expulsion was noted 
Urine collected from the right kidney con- 
tained pus and organisms, urea 6/10 per cent. 
There was no secretion from the left kidney 
in an hour. Phenolsuphonephthalein intra- 
venously appeared on the right side in 15 
minutes. Amount collected for 15 minutes 
contained 10 per cent of the dye. 

The patient was admitted to the Emergency 
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Hospital at Washington two days later. On 
the day ofter her admission, urinalysis was 
as follows: 

Total quantity, 24 hours, 1550 c.c. 

Color, dark amber. 

Trans., cloudy. 

Reaction, neutral. 

S. G., 1009. 

Albumen, heavy trace. 

Sugar, negative. 

Urea, 1-3/10 per 
hours. ) 

Microscopically: Many 
um, mucus and _ bacteria. 

On September 12th indigo-carmine 
ed intravenously was collected through 
ureter catheters in 15 minutes. 

On September 13th, cystoscopic examina- 
tion revealed the same bladder picture except 
that the left ureteral orifice was found to be 
everted, edematous and angry 


cent. o.m.s. in 24 


(20.15 


pus cells, epitheli- 
inject- 
both 


An X-ray catheter introduced was arrested 
on the left side in the lower ureter. Roent- 
genograms were made by Dr. Groover, which 


verified the findings of Dr. Smith except that 
the shadow apparently in the ureter was seen 
opposite the transverse process of the fifth 
lumbar vertebra in relation with the tip of 
the arrested catheter. 

On September 14th the left kidney was ap- 
proached extra-peritoneally through an obli- 
que incision. The kidney was found enlarged 
as outlined by the radiogram. The enlarge- 
ment was such and the kidney so imbedded 
that complete delivery was not attempted. 
With the lower pole presenting and the cal- 
culi having been located with some difficulty 
by means of a long needle, nephrolithotomy 
was done through a small incision just pos- 
terior to the border of the lower pole: two 
small phosphatic calculi being removed from 
the lower calyx. The nephrotomy incision was 
closed by means of two mattress sutures—one 
clese to the calyx, the other three-quarters of 
an inch external. 

The report of the roentgenogram of the 
day previous not having been received a search 
for the calculus in the ureter was made but 
none found. 

With a small cigarette drain the wound was 
closed, healing followed by first intention, re- 
covery was uninterrupted except by attacks at 
intervals of definite pain along the course of 
the lower left ureter. The patient was able 
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to be out of bed in two weeks following this 
operation. 

On September 30th she was again cysto- 
scoped in an effort to establish the status of 
the ureter calculus with the result that the 
bladder picture was again normal. Upon 
expressing surprise in her presence at the nor- 
mal appearance of the left ureteral orifice and 
the ease with which the catheter passed to 
the kidney, particularly in view of the fact 
that all voided urine had been carefully ex- 
amined without recovery of the calculus, she 
volunteered the statement that immediately 
before going to the cystoscopy room she had 
voided in the sitting posture, using for the 
first time her bath. During the act, she stated, 
there was a sudden arrest followed by the ex- 
pulsion, as she described it, of a bubble, when 
she heard a sound as of something solid drop- 
ping to the porcelain beneath. 

On October 6th the right kidney was ex- 
posed alike retro-peritoneally. The kidney 
which was normal in size, but somewhat flab- 
by, was delivered, tipped forward and _pel- 
vio-lithotomy performeed. A large rounded 
calculus densely adherent to the posterior 
pelvic wall with three small branches extend- 
ing towards the calices was removed, imme- 
diately followed by the rele: consid- 
erable admixture of pus and urine. The pel- 
vis was closed and with a cigarette drain ex- 
tending to the pelvis posteriorly the incision 
was closed. The drain was removed partially 
in 48 hours, completely in 72, and the inci- 
sion, somewhat to our surprise, has closed by 
first intention. Convalescence has thus far 
been uninterrupted. 

Medical Science 
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VARIATION IN THE SUGAR CONTENT OF 
SPINAL FLUID.* 


By WALTER B. MARTIN, M. D., Norfolk, Va 


(Qualitative examination of spinal fluid for 
sugar has been a common procedure in the past 
and a decrease or absence of sugar has fre- 
quently been noted in the acute meningitides. 
Observations showing an increase of spinal 
fluid sugar have been much rarer. Mestre- 
zat records high spinal fluid sugar in toxic 
pneumonia, typhoid fever and in hypergly- 
caemic conditions due to | diabetes or other 


*Read at the fifty-second annual meeting of the Medical Society 
of Virginia in Lynchburg, October 18- 21, 1921 
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causes. In February, 1920, C. Dopter reported 
an almost constant increase in spinal fluid 
sugar in epidemic encephalitis and this was 
soon afterward confirmed by Netter. Foster 
reports a series of eleven cases of encephalitis 
with spinal fluid findings from Massachusetts 
General Hospital and reaches the same conclu- 
sion. 

During the past winter I have had occasion 
to determine the sugar content in spinal fluid 
in a variety of different diseases: namely, epi- 
demic encephalitis, cerebrospinal syphilis, gen- 
eral syphilis, tuberculous, meningitis, pneumo- 
coecie meningitis, streptococcic meningitis, 
brain tumor, anterior poliomyelitis, tetanus, 
hypertension, cerebral hemorrhage, typhoid 
fever, toxic pneumonia and hysteria, and in 
normal individuals. More than sixty-five 
quantitative determinations were mace. 

Table I. gives tabulation of the various 
conditions mentioned with the range in sugar 
findings and the average percentage for each 
group of cases. Of the five cases of encepha- 
litis, all were above normal except one: the 
average of these cases is 31% above the average 
normal, A striking reduction is seen in tuber- 
culous meningitis and in the actte menin- 
gitic conditions, in one case falling as low as 
14 mg. per 100 c.c. of fluid. The one norma! 
reading was obtained very early in a case of 
streptococcic meningitis and doubtless later 
readings would have shown a reduction. Sy- 
philis without nervous involvement has re- 
mained within normal limits. while cerebre- 
spinal syphilis has shown a tendency to be 
low. In other conditions, such as brain tumor. 
hypertension. cerebral hemorrhage. hysteria 
and typhoid fever, the percentage of sugar 
has been approximately normal. In the only 
case of polio seen a low reading of 36 mg. per 
100 e.c. was obtained. This has an especial 
interest in connection with the differentiation 
of this condition from encephalitis. 

TARLE I 


No. cases High Low 


Epidemic encephalitis 5 92.1 52.8 67.7 
Normal 6 56.0 44.0 51.5 
General syphilis 5 60.0 46.8 50.6 
Cerebrospinal syphilis 9 56.0 28.0 40.5 
Tuberculous meningitis 3 34.8 24.0 29.2 
Acute meningitis 3 56.0 14.0 28.0 
General conditions 7 62.4 46.0 53.7 
Tarte IT 

High Low Aver. 
Mestrezat 58.0 48.0 53.4 
Nawratzke 46.0 
Foster 61.4 44.2 52.8 


Our record 56.0 44.0 51.5 
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A brief comparison with figures from other 
sources may be of value. Table II shows a 
comparison as to normal averages. 

Principal interest is attached to the possible 
value of this procedure in the differentiation of 
epidemic encephalitis from other central ner- 
vous conditions, especially from tuberculous 
meningitis and cerebrospinal syphilis. This 
listinction is often difficult to make either on 
the basis of clinical signs and symptoms or 
on other spinal fluid findings. 

The method used in the quantitative de- 
termination of sugar in spinal fluid has been 
Epstein’s modification of Benedict’s method, 
using the micro-colorimeter of Kuttner-Leitz. 
The especial advantage of this particular 
method is that only a small amount of the 
fluid is required to make the determination 
and the results are essentially as accurate as 
those obtained with the usual type of colori- 
meter. Two-tenths to one cubic centimeter of 
the material to be analyzed is placed in a test- 
tube and the protein precipitated out with a 
measured quantity of picric acid. This is then 
centrifuged and a portion of the clear super- 
natant fluid is transferred to another test- 
tube and brought practically to dryness over 
a flame. A small amount of sodium bicarbon- 
ate solution is added and the material is again 
brought to dryness, taken up with a few drops 
of water and transferred to a calibrated tube 
for comparison with normal standards. 

It may be of interest to point ont that nor- 
mal spinal fluid should give a reduction with 
Fehling’s solution. Material containing as 
much as 30 mg. of sugar per 100 ¢c.c. marks 
the lowest limit of Fehling’s reaction, so that 
as a rule spinal fluid in the acute meningitic 
conditions will give a negative reaction with 
Fehling’s due to the fact that the sugar in this 
condition is usually reduced below 30 mg. per 
100 ¢.¢. 

SumMary 


Figures have been given showing the sugar 
content in spinal fluid of normal individuals 
and in those having various central nervous in- 
volvements. It has been shown that in en- 
cephalitis there is a distinct tendency to an 
increase of the percentage of sugar as con- 
trasted with a marked decrease in acute men- 
ingitic diseases. While the number of cases 
studied is small and no dogmatic conclusions 
can be drawn, it is suggested that this factor 
may be of distinct aid in the differential diag- 
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nosis of epidemic encephalitis from other dis- 
eases of the central nervous system. 
Flatiron Building. 


BAGS AND VERSION. 


Indications and Contra-Indications.* 
By ROBT. P. KELLY, M. D., Lynchburg, Va. 

Well do I recall the time when the intro- 
duction of a bag into the cervix uteri seemed 
to me a most complicated affair, far beyond 
the ability of the ordinary accoucheur, and 
to be accomplished only by the most expert 
obstetrician. Version, also, was looked upon 
in much the same way, and the result for the 
baby was usually expected to be disastrous, 
while the cervix and the perineum often suf- 
fered severe laceration. Perhaps there are 
among us some who feel as I have felt in 
regard to these two very necessary and useful 
operations, and, if so, I hope to allay their 
fears and convince them that such impressions 
are false, and that they can do these two 
operations with a little instruction and care. 

Many of the obstetricians of this country 
have written about bags and have described 
the technique of their use, but it has always 
struck me that exact details of the introduc- 
tion of a bag were very poorly described in 
most text books. To some of the men here, it 
may seem superfluous to describe the technique 
of this operation, but I feel that it may be of 
value to others, and, therefore, I shall do so 
briefly. 

Given a case with proper indications, it may 
be necessary first to give some form of anes- 
thetic. Some cases need nothing, some may 
have a hypodermic of morphine and _ scopo- 
lamine, while some may require a general 
anesthetic, especially where the cervix must 
be dilated a little before the bag can be in- 
troduced. Having prepared the patient in 
the strictest aseptic manner, a speculum is in- 
troduced, if necessary, the cervix is caught. 
not with a vulsellum, but with a sponge for- 
cep or two, and held by the operator and as- 
sistant. The bag is now rolled into as small 
a body as possible, and introduced with a dress- 
ing forcep, De Lee’s being preferable. Much 
gentleness should be exercised in placing the 
bag to avoid injury to the cervix. rupture of 
the membranes, or injury to the child. Hav- 
ing placed the bag, we now take a large sy- 


_ *Read at the meeting of the South Piedmont Medical Society 
in Danville, Va., November 22, 1921. 
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ringe, most any make, and gradually till the 
bag, being sure that it does not slip out into 
the vagina during this step. An assistant 
holds the tube of the bag after each injec- 
tion of water. The bag is full when no more 
water can be easily forced in. When filled, 
the tube of the bag is now folded once on 
itself and tied, leaving a loop at the distal 
end to which may be fastened a weight, if 
desired. 

Inpicarions For Bags: Placenta previa 
may be mentioned as one of the chief indica- 
tions. and I know of no better method of treat- 
ing one of these cases than by the introduc- 
tion of a bag. The hemorrhage is controlled 
as a rule, and, at the same time, dilatation is 
hastened. One should always be sure that 
the bag is placed on top of the placenta and 
not between it and the uterine wall, which 
could easily happen. I recently was able to 
safely transport a placenta previa case twen- 
ty miles to Lynchburg hospital for treatment, 
after the introduction of a bag to control the 
hemorrhage. She lost practically no blood 
after the bag was placed, and I feel that she 
owes her life to the Voorhees bag, intrave- 
nous saline and a blood transfusion. 

Another indication for the bag is for the 
induction of labor, premature or at term. 
These indications are seen in the toxemias at 
practically any period of gestation. When 
there is serious involvement of the kidney 
and severe toxemia, threatening the life of 
the patient, I know of no better method of 
treatment than to introduce a bag and induce 
labor, no matter what the stage of pregnancy. 
I have attempted a few times to accomplish 
this by packing the cervix. or by the intro- 
duction of one or two bougies. but I am sure 
that the bag is. better and. perhaps, safer. 
Also, the bags can be had in sizes suitable 
for any stage. In certain cases of slightly 
contracted pelves, where we might reasonably 
expect a viable child prematurely delivered, 
which probably could not be delivered at term, 
or would have to be delivered by Caesarean 
section, a bag would be indicated. A fourth 
indication for a bag is in a posterior occiput 
with ruptured membranes and an undilated 
cervix. The bag is a wonderful aid in these 
cases, since it gives us much earlier dilatation 
and, thereby, reduces to a minimum the time 
the head is compressed and consequently tends 
to avoid cerebral hemorrhage frequently seen 
in these positions. Bags may also be used in 
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cases of breech or podalic presentation, where 
the presenting part does not act as a good dila- 
tor, or in any presentation where the mem- 
branes have ruptured before complete dilata- 
tion has occurred. They may be used in some 
cases of prolapsed cord with incomplete dilata- 
tion, being careful to see that the cord is well 
out of the way of pressure from the bag if 
possible. It may occasionally suffice to use a 
bag in certain selected cases of eclampsia where 
extreme haste, with its probable damage, may 
be unnecessary. Bags may be used occasion- 
ally to replace a retroflexed uterus. 

There are several makes of bags, but Voor- 
hees’ bags are my preference. They may be 
had in sizes from one to six. For most of this 
work four or five will be found most suitable. 
However, where the pregnancy is only a few 
months advanced, it may be necessary to use 
even a No. 1. 

Another supposed indication for bags is what 
1 beg leave to call a pseudo-indication: I refer 
to the routine induction of labor at, or about 
term, for the convenience of, first, the obstet- 
rician and, second, the convenience of the pa- 
tient. I have handled a number of cases by 
this method in order to try out the plan. I 
must say that the temptation to use it routine- 
ly is great, since all the deliveries can be done 
during the day, and at convenient hours to 
ali parties, with no loss of sleep to the obstetri- 
cian, but I am not yet convinced, nor is it 
likely that I shall be, that this is as safe for 
mother or babe as “watchful expectancy.” I 
do not feel that any one is justified in the rou- 
tine use of bags for the induction of labor at 
or near term, the chief reason for this position 
being the increased mortality ensuing to both 
mother and infant. Reed, an expert, shows an 
infant mortality of 6 per cent. in 200 cases. 
No one can deny that our chances for infec- 
tion are in proportion to the number of vaginal 
examinations, and other vaginal manipula- 
tions. When we put a bag in the uterus, we 
are sure to put infection, also, into the uterus, 
and, during the time the bag is in place, drain- 
age from the uterus is blocked. Monash, 
Chicago Lying-In Hospital, has conclusive- 
ly shown that maternal mortality and mor- 
bidity are markedly decreased by rectal exami- 
nations. In view of this fact and of the fact 
that infant mortality is increased by the use 
of bags, I can not see wherein we are war- 
ranted in the routine use of bags as a means 
of inducing labor in normal cases. Still an- 
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other argument against “appointing the day” 
for delivery is the fact that we can not accur- 
ately determine the beginning of pregnancy 
nor, likewise, the time, even by measurements, 
when it should end. Bags are obviously con- 
tra-indicated in cases of vaginal infections. In 
using bags we should bear in mind the possible 
rupture of the bag. If they are properly 
taken care of and dried after use, they may 
last one or two years. 

Let us now consider version for a few mo- 
ments. When we think of this operation now- 
a-days, we think of Potter. Men from practi- 
cally every part of the United States have 
gone to Buffalo to witness the work of this man 
of “version fame.” It was my pleasure to 
spend about a week with him the past sum- 
mer. He is a wonderful versionist, an expert, 
and I feel that any one who witnesses his work 
will certainly be able to perform version bet- 
ter and more safely that he ever did before. 
To see him deliver a case by this method al- 
most convinces one that all babies should be 
delivered by Potter’s version. But for the 
fact that I saw him, whose skill in doing ver- 
sion is probably greater than any other living 
man, lose a baby, / might have been fully con- 
vinced that all babies should be delivered by 
version. The case in question was a para-one, 
23 years of age; the head was on the perineum; 
membranes ruptured some time before. This 
case would undoubtedly have delivered nor- 
mally, and could have been easily delivered by 
forceps at the time version was done. 

It may be interesting to some of you to hear 
briefly what his method is. In the first place, 
he does not induce his labor by bags or other- 
wise, but allows them to go into labor normal-. 
ly. As soon as the cervix is completely dilated 
or dilatable, and, as a rule, before the mem- 
branes rupture, he does a version as follows: 
The patient having been prepared as for any 
surgical operation and catheterized, he first 
dilates and “irons out” the perineum, inserts 
left hand always, no matter what the position 
of the child, into the uterus, between the uter- 
ine wall and membranes, running his hand al! 
around to separate the membranes from the 
wall, carefully avoiding placenta, and locates 
both feet, going through the membranes high 
up in order to retain the amniotic fluid, wrap- 
ping a towel about his arm to prevent the fluid 
from gushing out upon him, pulls down both 
feet (at the same time gently pushing the head 
out of the pelvis with his right hand), until 
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the knees are exposed, at which time the ver- 
sion is complete. At this point he rests a few 
moments. He then pulls gently on the an- 
terior foot and lower leg, until the pelvis of 
the child comes into view, when it will be seen 
that the pelvis rotates in the opposite direc- 
tion, and is eventually delivered in that direc- 
tion. This rotation is brought about by the 
traction on the lower leg, and the baby comes 
into the world with its back transverse to the 
pelvic outlet. The scapulae are next delivered 
and must be thoroughly exposed before any 
attempt is made to deliver the shoulder. Then 
the fingers and hand of the operator are pushed 
well above the shoulder, between the lips of 
the vulva, and the anterior shoulder is deli- 
vered with the upper arm. The child is now 
grasped with the operator’s hand over the ex- 
posed shoulder and chest, and the baby is ro- 
tated so that the posterior shoulder now be- 
comes anterior and is delivered as such. Both 
shoulders being now delivered, the lower arms 
usually fall out themselves; if not, they can be 
gently lifted up across the chest of the child 
and be drawn away from the perineum under 
the pubic arch. In this rotation movement the 
baby is not twisted from the legs, as is usually 
done. The older method of version brought 
the arm down as a posterior arm across the 
distended perineum, which was often the cause 
of extensive tears. The operator now deter- 
mines whether or not there is any loop of cord 
around the neck. If not, he proceeds with the 
delivery. If there is it must be relieved and, 
if this is impossible, it must be clamped and 
cut. The fingers of the left hand are now in- 
serted into the baby’s mouth, and with the 
right hand gentle pressure is made upon the 
occiput, above the pubes, to aid in the flexion 
of the baby’s head and, also, to direct the pass- 
age through the pelvic canal. The jaw is not 
pulled upon as a fracture might result. Up to 
this point no pressure from the outside has 
been made in the delivery, because such pres- 
sure over the head, before delivery of the arms, 
has a tendency to push the head down, which 
allows the arms to go up and the chin to ex- 
tend, complications at all times to be avoided. 
It is this pressure that makes other methods 
(difficult and dangerous. By this time the 
baby’s mouth is exposed and the mucuos 
milked out of the throat by gently stripping 
the front of the neck, when the baby will be- 
gin to breathe and often cry aloud. The head 
‘an be left in this position long enough to thor- 


oughly dilate the perineum and vaginal struc- 
tures, as no haste is indicated, and finally, the 
nose is delivered followed by the brow, in an 
extremely flexed condition, which is further 
assisted by lifting the baby well forward and 
up from the perineum. 

Tue InpicatTions For Version will be gov- 
erned, generally speaking, by the skill of the 
operator and the method used. We are greatly 
indebted to Potter for his improvement of the 
technique of this operation, and I feel sure that 
the field for version, when Potter’s method is 
used, has been extended somewhat. 

Some of the principal indications for version 
will be mentioned, prominent among them 
being placenta previa. Podalic version follow- 
ing dilatation by the use of a bag, which also 
controls the bleeding, is probably the best way 
to treat this most dreaded complication. 

In transverse and oblique presentations, 
where the head can not be made to engage, 
when the diagnosis is made during the last 
month of pregnancy, it would be well to in- 
duce labor by a bag and do a Potter’s version, 
provided the pelvis was about normal. 

In cases of moderately contracted pelves, 
there seems to be a difference of opinion as to 
the advisability of this method of delivery, as 
is the opinion on the use of bags in these cases. 
lt is too much to say that all such cases should 
be treated in this way, but one would do well to 
remember the method and apply it where judg- 
ment seemed to indicate. 

Podalic version will also be found applicable 
to certain brow and face presentations, and to 
certain cases of occiput posterior. The cases 
presenting these complications, which are to 
be treated by version, will also be determined 
by the judgment and skill of the operator. In 
fact, one method of delivery will take preced- 
ence over another method, when there is a ques- 
tion as to which shall be used, just in propor- 
tion to the ability and skill of the operator to 
perform the one better than the other. That 
is, a successfully performed version may be 
done by one doctor in a given case, while the 
sume operation may be disastrous for baby and 
mother in the hands of another. 

Other indications for podalic version are 
seen in prolapse of cord or extremities; in 
cases where the head is floating at the supe- 
rior strait, or is only slightly engaged, and 
where high forceps would be the alternative. 
I can not help but feel that high forceps should 
never be used if there is any possible chance 
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for a version, and I believe any one can do 
version better than he can apply high forceps. 

Another indication for version is found in 
certain cases of eclampsia and hemorrhage, 
where the cervix is dilated, or readily dilat- 
able, and where it is urgent to quickly empty 
the uterus. 

Another supposed indication for version is 
what I beg leave again to call a pseudo-indica- 
tion.” I refer to the use of podalic version, or 
Potter’s version, as a routine method of de- 
livery. This will be referred to again presently, 
but let us say here that the infant mortality 
of one of Potter’s disciples varied from 8 to 
17 per cent. (De Lee). 

THE CONTRA-INDICATIONS FOR VERSION to my 
mini ray be outlined as follows: 

1. Version is contra-indicated unless the 
cervix is completely dilated or easily dilatable. 

2. Version is contra-indicated if the meni- 
branes have been long ruptured and the amnio- 
tic fluid drained off. 

3. Version is contra-indicated in a tetani- 
‘ally contracted uterus. 

4. Version is contra-indicated in marke.! 
pelvie contraction and in cases of hydrocephal- 
us. 

Version is contra-indicated as a routine 
method of delivery, which is proved by the 
statistics of one who is more skilled in its 
technique, and who has, perhaps, performe«| 
more versions than any other living man—Dr. 
Irvine W. Potter, of Buffalo. 


In his report of 1,113 cases Potter shows 
an infant mortality of 6 to 7 per cent. There 
were 920 versions and 80 Caesarean sections— 
entirely too many sections—out of 1,113 cases. 

The point I wish to emphasize is the fact 
that Reed reports 6 per cent. infant mortality 
in his 200 cases of bags, and that Potter reports 
6.7 per cent. infant mortality in his version 
eases. Both of these men are experts in these 
respective methods. Reed has 2 per cent. and 
Potter 2.7 per cent greater infant mortality 
than is considered normal. If we combine these 
two increased mortalities, we have an increas- 
ed infant mortality of 4.7 per cent. Further- 
more, I feel sure that we will necessarily get a 
certain additional, indefinite, mortality when 
we routinely use both bags and version in the 
same cases, for, when we use a combination of 
these two things in one and the same case. 
our mortality will be greater by using two ar- 
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tificial means on the same patient than by us- 
ing them singly on different patients. 

Dr. Potter, in speaking of bags, says he is 
opposed to the use of bags to induce labor. 
since they do not give the obliteration of the 
cervix desired nor the dilatation of the os 
that is rewired. 

Dr. Edward P. Davis, Philadelphia, says: 
“T am glad to know we have learned that a 
dilating bag*can not dilate the uterus success- 
fully, because it does not favor retraction of 
the cervix uteri.” 

Dr. De Lee says: “For Dr. Potter’s method 
of delivery I have no sympathy. His own de- 
clared results condemn it. His own published 
mortality of 1,123 cases, including 80 Caesa- 
ran sections, is about 7.5 per cent of the babies 
This is much too great and these women are 
paying too high a price for their relief from 
pain in the second stage. At Chicago Lying- 
In Hospital, in the last 9.258 cases, we have 
had a gross mortality of 336, or 3.6 per cent 
This includes all premature children, after the 
seventh month, weighing 1.000 grams or over, 
all macerated fetuses (86), monstrosities, and 
also those children born alive and dying before 
the mothers left the hospital”, ete. 

I have very carefully selected a number of 
cases on whom I have performed Potter’s ver- 
sion. I have also selected a number in whom 
I have put bags to induce labor and dilate, 
after which I have completed the delivery by 
Potter’s version. 

Personally, I do not think we are justified 
in the routine use of either bags or version. 
but I do believe they both have their place in 
obstetrics, and version should often be per- 
formed instead of a difficult forceps delivery. 

CONCLUSIONS. 

1. The dilating bag is an indispensable part 
of the obstetrician’s armament, but should only 
be used in cases of definite indication. 

2. It should be remembered that tle use of 
bags is not without danger, that they do not 
always induce labor, and that they increase 
the frequency of operative termination. 

3. Time and physiological dilatation, with 
nature’s bag of waters intact, is the only way 
that cervical injury can be minimized. 

4. As Polak says, “Version has a distinct 
place in obstetrics but can not be considered ax 
elective procedure in normal cases.” 

5. Tastly, in view of the greatly increase: 
mortality and morbidity resulting from these 
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two artificial means, I feel that we who «lo 
obstetrics should use our influence against 
their use as a routine method of dilivery, es- 
pecially in the hands of the inexperienced. 


TIME AND TUBERCULOSIS.* 
By CHAS, HARTWELL COCKE, M. D., Asheville, N. C. 
Time ANb ‘TUBERCULOSIS. 

Tuberculosis presents a problem so omni- 
present, so intimately associated with the daily 
life and activities of almost everyone, so many 
sided and extensive, so expensive and so difli- 
cult—yes, so ubiquitous and ever-challenging 
—that it behooves us at times to take stock and 
see if we are progressing and how. With 
most scientific gains in the progress of meci- 
cine there is a coincident loss,—let us see if a 
counter-balancing one in the case of the care 
for and prevention of tuberculosis, for by 
knowledge of gains we gather inspiration for 
further progress; by counting losses we can 
avoid unnecessary sacrifices. 

In Rerrosrecr Brierty.—Until Villemin’s 
work on the infectiousness of tuberculosis and 
Koch’s discovery of the tubercle bacillus, the 
general hopelessness of the outlook for the 
victim of tuberculosis was almost universal, 
and not unnaturally so. Koch’s great. dis- 
covery, which Klebs came so near making, at 
once aroused enormous hopes in all interested 
in the subject that now with the cause of the 
dread disease definitely known the cure would 
be but a short time later found. Quite a natu- 
ral hope but one to be sadly disappointed. 
Then, some nine years later Koch announced 
the discoverey of tuberculin which he hoped 
and believed had specific curative action in 
early cases. Again, disappointment followed 
in the wake of those using this powerful agent 
who did not know the true nature of the agent 
they were using and how it produced its ef- 
fects; so disastrous indeed at this period that 
soon reaction set in and a period of disuse and 
abuse set in which only patient years of study 
and careful observation with much controlled 
experimentation have been able to overcome. 
I need not recite here the controversy that has 
raged ever since over the therapeutic use of 
tuberculin. Suffice it, that one unfamiliar 
with many of the finer diagnostic points and 
manifestations of tuberculosis and the effects 
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of tuberculin upon it should never attempt its 
therapeutic administration. As a test, one 
rule only I think need here be stressed, but 
that I stress with all the emphasis at my com- 
mand; a positive tuberculin reaction indicates 
tuberculous infection and not necessarilly dis- 
ease in the clinical sense! Nor am I concerned 
here to discuss the varieties of tuberculin, 
even to the latest, Much’s so-called “parti- 
gens”, for to Much’s claims we must give un- 
til further information is available the Scotch 
verdict “Not Proven”. 

Real -progress in the treatment of tubercu- 
losis may be said to have begun with the in- 
stitutional treatment of it. The work of Tru- 
deau in this country. and Brehmer and Dett- 
weiler and their followers will ever be one of 
the shining lights that illumined a dark hori- 
zon for many a poor soul. Here at last seemed 
some ray of hope that the problem of the cure 
of tuberculosis and its prevention was on the 
way to solution. Emphasizing the cardinal 
necessities of discipline, rest, proper diet, 
(which by-the-way is not the over stuffing of 
the former enthusiastic era, but a well-balan- 
ced nourishing diet, taken regularly and sup- 
plemented by such liberal additions of milk as 
can be comfortably taken and assimilated). 
fresh air, cleanliness and carefulness, as well 
as cheerfulness, the treatment soon became 
more or less standardized and with such as- 
toundingly encouraging results that a word or 
two of added emphasis to the meaning of these 
principles may be in place, for unfortunately 
T find them still nebulous in many minds. 

3y Way or Empnasis.—By rest, in our pre- 
sent day we mean rest of mind, 
bedy. and soul. Nor can you afford to let your 
instructions to your patient go at that. You 
must teach him that bodily rest means rest in: 
bed, prone at first and until fever, rapid pulse. 
any signs of blood spitting. harassing cough, 
night sweats, dyspnea, losing weight, or other 
expressions of toxemia are long things of the 
past. Visiting friends whose keen desire to di- 
vert the really sick tuberculous patient by fre- 
quent or long visits often narrating all the cala- 
mities and sad or bad news of the day, have 
frequently in their ignorance done much harm 
with their well meaning zeal. Rest in bed (on 
a sleeping porch preferably) is in my experi- 
ence the one great place for the tuberculous 
patient to work out the philosophy of his cure, 
for there he must learn that business worries, 
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cares, and troubles, domestic anxiety and up- 
sets, family disharmony, the fretting over lost 
time and opportunities, the so-frequently pre- 
sent financial embarrassment with prolonged 
idleness in store, the trouble incident to his 
family caused by his illness, and the thousand 
and one bugbears that beset his mind and be- 
siege his soul, must be placed aside and behind 
him if he is to make the proper improvement, 
and he alone with the guiding hand of the 
wise physician and the co-operation of his 
family, can thus work out his physical salva- 
tion. Worry, anger, emotion, too eager in- 
terest in outside affairs, as well as too insis- 
tent but irritating zeal and anxiety on the 
part of a member of the family, have spoiled 
many a man’s chances of arresting his tuber- 
culosis. I can only here briefly intimate the 
importance of this part of my subject, and 
might with advantage make the paper en- 
tirely pertain to this most important essen- 
tial of treatment, but my time is limited. 

And pardon me if I insist again that the 
era of the over stuffed patient has gone, I 
trust and believe never to return. No one 
article of diet is essential, though some are 
nearly so, but any carefully well-balanced, 
easily digested and assimilable one with plenty 
of milk, will usually suffice, but by all means 
have it tempting and attractively served and 
moderately abundant. Remember you are 
dealing with a consuming disease (hence its 
old name—consumption) for one of the very 
frequent and often earliest symptoms is lost 
weight, the result of the fat-splitting quali- 
ties of the tubercle bacillus and quite fre- 
quently the appetite is jaded and must be ap- 
pealed to. Your patient must eat as it is 
sometimes facetiously but truly said, enough 
for himself and his germs too. to overcome 
the deficit caused by their activity and re- 
store the lost balance of his physical savings 
account. 

I wish I had time to speak of fresh air, of 
cleanliness, the proper method of baths and 
their frequency, of cheefulness, of general hy- 
giene, and all that your patient must be taught 
of the care he must observe for himself and 
for the protection of others, but time presses. 
I can only stress that you must remember that 
you are treating a man with tuberculosis, and 
not tuberculosis afflicting a man. There is no 
one golden rule but I have two and you doubt- 
less have others just as valuable:—I1st, the 
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age old maxim, festina lente, make haste slow- 
ly, for a month or more longer in bed if neces- 
sary may be much better, and in the end a 
great deal cheaper and shorter for a patient 
than a day up too early, and 2nd, forbid every- 
thing not specifically allowed. By this last 
rule I mean that you cannot assume that the 
patient knows anything about the rules to be 
observed, the things to do and not to do, the 
dangers to avoid, and the real limitations 
necessary upon his activities. So, therefore, 
insist that he so order his life in every detail 
that he be dependent upon permission for even 
the slightest indulgences of effort, recreation 
or amusement, business or exercise. Let him 
realize that in you his ship of health has a 
pilot, firm yet kind, understanding and sym- 
pathetic if a bit tyrannical, and that as his 
course is charted through many troubled seas, 
observance of fixed orders or rules is his best 
and sometimes only hope of a safe haven. The 
picture of the arrest of tuberculosis is a mos- 
aic—let no little slip or error mar the finished 
work. And this too takes time and patience 
for both doctor and patient. 

In this all too brief and inadequate sum- 
mary of what has come out of the sanatorium 
treatment of patients with its insistence on 
discipline and rule, let us not in our enthusiasm 
for the wonderful results obtained assume that 
this is the whole story. Coincident with these 
improvements was the wide-spread interest in 
health and hygiene generally. Better hous- 
ing laws, improved sanitation, health activities 
in general, and numerous clean up campaigns 
in particular, have tended to lower the mor- 
tality rate of disease in general as well as of 
tuberculosis. 


Some Fauntrs anp sana- 
torium treatment has thus far given our most 
satisfactory results in, tuberculosis manage- 
ment, why have these results not been uni- 
formly better? In the first place, in any insti- 
tution there is the great danger of too rigid 
adherence to routine and the almost impossible 
optimum of personal attention to each indi- 
vidual case that gives the best result. Fre- 
quently undermanned, generally over worked. 
the medical and nursing staff must of neces- 
sity fail to reach uniformly the best results of 
which they are capable. Again, the allotted 
stay of each patient in the ordinary sana- 
torium is much too short to accomplish. gooil 
temporary, much less lasting, results. Whether 
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his residence be in a municipal, county, state, 
or endowed institution where funds are al- 
ways limited and hence the benefits of resi- 
dence must be apportioned to the greatest pos- 
sible number with the resultant shortening of 
the all important stay of the individual, or 
whether he be in a private institution where 
the cost is apt all too soon to become a burden 
impossible of carrying sufficiently long, the 
patient is soon forced to the realization that 
for him tuberculosis is first and foremost an 
economic problem before it is a physical one. 
The longer the delay in beginning treatment, 
the longer and more costly the time necessary 
for restoration to working efficiently if not 
good health. 

Since it is so generally accepted that all 
things else being equal, in the great majority 
of cases the chances of arresting tuberculosis 
are in direct ratio to the earliness of discovery 
and the institution of proper treatment, why 
is tuberculosis not always diagnosed early? 
According to Armstrong, writing after four 
years of the Framingham demonstration, the 
causes of failure of early discovery seem to 
be the following—“the recluse type that never 
receive medical attention; failure of the pa- 
tient to seek medical advice or to give the 
physician adequate time for a proper diag- 
nosis; failure of physician and patient to use 
all services at their command for the early 
recognition of tuberculous disease: and the 
lack of complete annual factory and school 
examinations.” 

To one feature only of this I wish to call 
attention, and that is our responsibility as 
physicians in the failure to recognize tubercu- 
losis when it offers greatest hopes of good re- 
sults. Why do we sometimes fail? To begin 
with, I grant you that up to within very re- 
cent years the whole subject of tuberculosis 
was so inadequately taught in our medical 
schools that one left the medical college with 
only the vaguest notion of what constituted 
an early diagnosis of tuberculosis, and prob- 
ably none at all of how to make it. The same 
criticism might apply to other diseases in the 
art of diagnosing which men have perfected 
themselves since leaving the medical schoo]— 
why have they not learned tuberculosis? To 
begin with, faulty or inadequate history tak- 
ing must bear some of the opprobrium of our 
failures. No man is too busy for a careful 
anamnesis; if he is, his assistant can and prob- 
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ably will do it better, and no man is going to 
find tuberculosis early unless he hunts for it. 
And that means that it must ever be in one’s 
thoughts where the history suggests a disease 
without immediate definite manifestations 
that point to something else. Next to faulty 
history taking I place too limited or super- 
ficial observation. Because, perhaps. of the 
very indefiniteness of the patient’s symptoms 
and his appearance of health and failure to 
show much external evidence of disease, it is 
too easy to dismiss the patient with a look at 
his tongue, a pat, a pill, and a pulse reading. 
Temperature observation every two hours 
over the waking hours for several days, made 
by the patient himself, will not infrequently 
give information of great importance. An 
occasional temperature or one taken casually 
in the office is rarely of benefit save possibly 
to emphasize the necessity for more careful 
observation. This observation too should ex- 
tend over days and weeks, and even months if 
necessary, and under conditions of rest and 
exercise. It does not consume any of the busy 
doctor’s time—but it pays! 

And then the physical examination. I do 
not expect of the busy general practitioner 
that he will be expert in the minutiae of lung 
examination, but I do expect him to be cap- 
able of careful inspection where any inequali- 
ties of posture, of musculature, or expansion 
are readily discernible; to be so reasonably 
adept in the very difficult art of percussion 
that moderate changes in resonance can be 
appreciated and basal expansion of the lungs 
determined with sufficient accuracy to give him 
needed information; to have sufficient fami- 
liarity with lung examination by auscultation 
that he knows how to elicit rales and where to 
look for them if they mean tuberculosis; to be 
honest and thorough, suspicious and zealous: 
to examine sputum not once but many times 
and to realize that while the presence of ba- 
cilli in the sputum means tuberculosis. the 
failure to find them is not disproof of the 
presence of active tuberculosis, and if he 
waits for their demonstration he has possibly 
lost the patient’s best opportunity for arrest: 
to call to use the X-ray, whose value Doctor 
McRae has told you about today, and, finally, 
if still unable to make a diagnosis, not to hesi- 
tate to avail himself of the services of one 
more experienced and perhaps more skilled in 
pulmonary examinations. I have avoided 
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mention of the tuberculin test for the obvious 
reason before mentioned that when positive 
it is an evidence of tuberculous infection and 
not necessarily disease, and its proper inter- 
pretation is quite difficult at times. Nor do I 
make mention of complement fixation for the 
same obvious reasons. 

And all of this takes time. I grant that the 
diagnosis of tuberculosis early is not easy, in 
fact with advncing knowledge I agree witi 
Lawrason Brown who says that the diagnosis 
of tuberculosis is becoming increasingly more 
difficult. But your failures will be in inverse 
ratio to the time and thoroughness of study 
of suspected cases, and let me once more urge 
you to keep tuberculosis always in mind as a 
possibility. 

On Marters or Desate.—I repeat this with 
all emphasis for I think I discern evidence 
that there are certain writings, if not teach- 
ings, of late that would lead us after false 
gods. I trust the pendulum of the tonsil, 
teeth, focal infection delirium is swinging back 
nearer to the fundamental truths. That fo- 
cal infection does play a role and an import- 
ant one in systemic disease I willingly grant, 
but I trust we are getting away rapidly from 
the furor of tonsil dissections and tooth ex- 
tractions of a few years back that sacrificed 
many innocent as well as diseased tonsils and 
teeth with an unfortunate and sometimes dis- 
astrous result upon many a sufferer from tu- 
berculosis. 

Of late we hear much talk of the rale as an 
evidence for or against activity. This does 
not seem the place nor have I the time to enter 
a discussion upon rales and their significance, 
but two facts seem to me worthy of con- 
sideration here. First, that rales may exist 
without the presence of clinical activity al- 
though their presence in association with 
symptoms is of course evidence of activity; 
and second, that activity does exist frequent- 
ly without the presence of rales. The pres- 
ence of clinical activity means that the pa- 
tient is suffering from some of the symptoms 
that are present in tuberculosis, but remember 
that rales are objective evidence of some patho- 
logical change which may or may not indicate 
clinical activity while symptoms are subjective 
or objective evidence of clinical activity. A 
patient, in other words, suffers from symptoms 
and not from signs elicited by the examiner. 
And since these signs may or may not be 
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present and may or may not be elicited, I say 
that many more cases of tuberculosis exhibit 
evidence by symptoms of clinical activity than 
even the most skilled and experienced exami- 
ner cannot at first, and possibly for sometime 
to come, detect the signs of. The conclusion, 
therefore, is inescapable that such cases must 
be treated on the assumption of the presence 
of active tuberculosis. Experience would 
seem to have taught that the hardships inci- 
dent to such an assumption in the cases proven 
to be something other than tuberculosis are 
infinitesimal in comparison with the dangers 
of delaying a diagnosis until all the evidence 
is so everwhelming in favor of tuberculosis 
than even the third year medical student would 
have no hesitancy in announcing the result. 
Curate AND TreatMENT.—We have come 
a far way in our journey after truth in assess- 
ing the value of climate in the treatment of 
tuberculosis. From the day when countless 
numbers sought the arid West or the moun- 
tains elsewhere held to be beneficial to the 
tuberculous seeking in blind faith and su- 
preme hope the balm of healing breezes and 
died like flies on the plains because of the fail- 
ure to appreciate the essentials of proper 
treatment, we have come to the time when 
some men deny the value of climate. The 
truth, as is generally the case, is somehere in 
the golden mean. That pulmonary tuberculo- 
sis may be arrested in almost any climate to- 
day is a proven fact; that certain climates do 
not possess especially helpful qualities is too 
rash a statment to stand unchallenged. In our 
present state of knowledge. the definition of 
the ideal climate for tuberculosis is impossible. 
nor is it essential for this discussion. For 
factors even more important than climate in 
the vast majority of cases determine the result. 
Why certain climates enjoy the reputation for 
efficaey they do is fairly simple. They usual- 
ly have sufficient altitude with large enough 
diurnal temperature variations to have that 
quality which for a lack of a better term we 
call bracing. Humidity and rain fall are or 
may not be great, sunshine may be had in 
abundance, there is an absence of air pollu- 
tion, outdoor living day and night may be in- 
dulged in, surface and subsoil drainage are 
usually excellent, while the existence and na- 
ture of its forestry doubtless also have their 
bearing. I am not attempting, as I said be- 
fore, the definition of the ideal climate, but 
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wish to call your attention to one fact that 
has impressed itself upon me since I have 
been engaged in the treatment of tuberculosis, 
and that has to do with the failure sometimes 
of the home physician to get results similar to 
those gotten in a specially favored climate. 
One of the chief factors in bringing this about 
as I see it is the unwillingness of the patient 
to surrender himself as completely and for as 
long a time to the judgment and care of the 
physician at home as he will do to the one to 
whom he has been sent possibly many miles 
to consult. /n tuberculosis there is no greater 
fallacy than that the patient is as well as he 
feels. For immediately the patient feels well 
and perhaps regains his lost weight, he wants 
to order his life on the assumption that he 
is well and can return to his former habits of 
life and business. A further difficulty besets 
the home physician, and that is the almost 
universal attitude of the patient at home who 
wants to be made well incidentally while he 
pursues his usual course of life. When sent off 
to a climate this same man is willing to make 
getting well his businses and other things 
then become incidental. But going off to a cli- 
mate in search of health at once brings up the 
economic side of the disease, which is a pri- 
mary factor either at home or wherever treat- 
ment is undertaken, for it really does not mat- 
ter so much about the physical condition and 
amount of tuberculosis if there is not the finan- 
cial ability to meet the necessary requirements 
of rest and abstention from work. The man 
who cannot obtain the care, necessities, and 
comforts away from home to which he is en- 
titled and accustomed, and who is ever men- 
aced by an empty purse, is much better off at 
home and stands a much better chance of ar- 
resting his disease than he would have in the 
best of climates. A realization of this is in my 
opinion a fundamental in the decision to send a 
patient off in search of health. For comfort. 
rest, pure air, nourishing food, and proper 
hygienic management are still the essentials 
of treatment, and these must he have. 

Time anp its Tori.—Anyone who has en- 
gaged in tuberculosis work for any length of 
time will soon be forced to the conclusion that 
of all the essentials of treatment for preman- 
ent results the one great item is length of time. 
When our chairman asked me to addres you, 
I felt so keenly the importance of this that it 
was with difficulty that I restrained myself 
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from making this the burden of my remarks. 
There is no easy road to health for the tu- 
berculous, there is no short cut. Efforts to 
shorten the length of time necessary to devote 
to the arrest of the disease are almost al- 
ways harmful and sometimes disastrous. Tu- 
berculosis is a disease of regress and progress. 
and he who would always avoid the dread 
problem of the relapse is he who learns his 
lesson best that as Rome was not builded in 
a day so is the arrest and cure, if you please, 
of tuberculosis the result of many months and 
years of patient waiting, careful living, con- 
scientious adherence to those principles of 
what are his limitations, and the avoidance of 
those excesses of work, worry, and indulgence 
that spell failure in the end. . 


SuMMARY. 


I realize that I have briefly presented to 
you, and I greatly fear all too poorly. a few 
facts and some thoughts that I trust will en- 
gage your attention and aid in the discussion 
of this great subject of tuberculosis. Con- 
scious as I am that I have given you nothing 
new, nothing startling, I yet hold that time 
has given some truths about tuberculosis that 
cannot be over emphasized, and these things I 
hold to be true. 

That tuberculosis, protean in its manifesta- 
tions, widespread in its incidence, for time for- 
bade a discussion of our failure to reduce the 
incidence of morbidity though we are hope- 
ful because of lowered and Jowering mor- 
tality rates, disastrous in its consequences and 
ever menancing even today. is a subject that 
should engage the thought and study and 
zealous interest of every medical man. 

That time and study are necessary for its 
detection, and only by early discovery can we 
hope for the best results. 

And that while we have no specific for its 
treatment, yet experience has taught us funda- 
mental principles that are necessary for suc- 
cess and that if this success is to be lasting and 
more than that of the brief moment, time, 
much time, is essential. . 
107 Citizen Building. 


Chicago Has New Health Commissioner. 

Dr. John Dill Robertson has resigned as 
health commissioner of Chicago, a position he 
held for seven years, and will be succeeded 
by Dr. Herman N. Bundesen. 
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TREATMENT OF GONORRHEA IN 
THE MALE. 


By C. B. PRITCHETT, M. D., Danville, Va. 


Gonorrhea in the adult male is a self-limited 
venereal disease. That is, it will, under favor- 
able conditions, run its course as a purely local 
affair, and subside without any treatment 
whatever. I am satisfied that a large percent- 
age of the acute cases would terminate favor- 
ably, after a few weeks’ time, if the patient is 
immediately put to bed and no treatment what- 
ever given except restricted diet and forced 
water. Unfortunately, however, the average 
case with which we have to deal comes to us 
after having already received various insults 
in the form of patented medicines and “sure 
shot” abortive treatments. Furthermore, a 
vast majority of the well-educated practi- 
tioners in medicine are accustomed to look 
upon gonorrhea as an ignominious and unim- 
portant disease, dismissing the patient with a 
few words of warning against ophthalmitis, 
and a prescription for some sort of an injec- 
tion, with orders to treat himself. 

There is nothing more satisfactory than the 
course of treatment involved in anterior ure- 
thritis when you are able to get your pa- 
tient at the very onset, and can secure his co- 
operation in what not to do. But those of us 
who have had experience with the very slow 
and unsatisfactory improvement in urethral 
conditions due to gonorrhea, under the treat- 
ment they receive universally, will agree that 
there is room for improvement in the treat- 
ment of this disease as conducted by the aver- 
age practitioner. This dissatisfaction with the 
results of our treatment has led me to interest 
myself very considerably in the pathological 
conditions involved. As practical as my ob- 
servations have been, it is almost impossible to 
translate my findings into words. One general 
point, however, will cover the entire proposi- 
tion. It is the one rule without an exception. 
All local treatment of urethral gonorrhea im- 
plies a certain mechanical violence. Even the 
gentlest injection or irrigation of the canal 
traumatizes its walls. The success of local 
measures requires one of two consequences from 
this procedyre; either it must be in itself 
beneficial, as sounds and dilators or the high 
frequency treatments and massage in chronic 
gonorrhea, or the bad effects of the trauma 
must be more than compensated for by the 
good effects of the elements contained in the 
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drugs used. The only guide for the second 
class of treatment is to keep your patient un- 
der constant observation and study carefully 
the local condition from day to day. Should 
there be no lessening of the discharge and dis- 
comfort in a reasonably short time, your efforts 
are certainly producing no good effect in the 
elimination of the disease and should be 
promptly discontinued or at least greatly modi- 
fied. Of course this does not apply to certain 
recurrent chronic conditions with old dormant 
foci, in which case it is sometimes wise to em- 
ploy irritating measures to induce an acute out- 
break in the hope that they will prove benefi- 
cial in spite of that irritation. Of course the 
immediate effect is in the nature of a relapse 
and during the stage following the severe 
treatment, measures are taken which are cal- 
culated to soothe the urethra. 

From the foregoing conclusions, I make it a 
custom in the management of my local treat- 
ment in urethritis, to be governed by this rule: 
whatever aggravates the urethritis is bad treat- 
ment; and no matter what degree of success I 
may have met with in a similar case, I do not 
carry it further. There is a great variation in 
the sensitiveness of urethras. There is an in- 
dividual tolerance for practically all of the 
drugs employed, and the treatment of gonor- 
rheal urethritis will succeed in direct propor- 
tion to the gentleness of manipulation. 

Hygiene plays a very important part in acute 
gonorrheal urethritis. Though experience of 
Army and Navy surgeons is quite convincing 
in that the average case was rather milder and 
ran a shorter course than in civil life, this is 
doubtless due to the restrictions which forbade 
indulgence in alcohol and prohibited physical 
exercise and sexual excitement. Also, these 
patients were all on light diet and for the most 
part were kept in bed until assigned to duty. 
The actual treatment employed depended en- 
tirely upon geographical location; in some 
cases it simply consisted of methylene-blue, 
Lafayette’s mixture, some preparation of 
balsam, or perhaps simply urotropin, with 
argyrol and permanganate of potash leading 
the list as popular irrigations. The results 
obtained were really creditable and it is inter- 
esting that the vast majority of these men were 
treated by hospital corpsmen. To me, the 


most important feature is that they were not 
over treated. 
There are hardly two practitioners who em- 
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ploy exactly the same method in acute gonor- 
rhea. Some lay great stress upon general 
medication, while others pay no attention 
whatever to this feature. Personally, I make 
use of very few drugs, and seldom resort to 
diuretics. Dr. Edward L. Keys recommends 
making the urine alkaline, and forcing water 
as a diuretic. I find this a very satisfactory 
routine and usually give a solution of bicarbo- 
nate of soda three or four times a day and 
specify some special lithia water, as these pa- 
tients are invariably over anxious that some- 
thing be done, and like to be taking some- 


thing. If burning persists, it is usually 
promptly controlled by Tr. hyoscyamus. 


I will take up the merits of several ir- 
rigations later. If the inflammation is exten- 
sive, the meatus swollen and the urination 
painful, local treatment of any kind usually 
fails to control the attack. This should be 
deferred until the intensity begins to wane. A 
safe rule to follow in borderline cases is that 
the patient who is not rapidly improving un- 
der local treatment is actually soon going to 
get worse, and all local procedures should be 
discontinued. Any increase in pain, or evi- 
dence of epididymitis, or in fact any complica- 
tion, is also a signal to discontinue local attack. 

By carefully watching the voiding in “the 
three glass test”, one is quite likely to find a 
little pus in the second urine passed in a large 
proportion of gonorrheal cases. Acute pos- 
terior urethritis usually appears without symp- 
toms and this is the only evidence found. Al- 
though some very good men recommend in- 
strumentation for this condition, I believe that 
any such procedure is strongly contra-indi- 
cated. I have tried this to my sorrow, and 
have seen a great many patients who had suf- 
fered at the hands of entirely conscientious 
family physicians who had _ill-advisedly 
passed a sound through an acutely inflamed 
urethra, or who had gone to the trouble to veri- 
fy the probable presence of a posterior urethri- 
tis by a peep through an endoscope. The pos- 
terior urethra may be perfectly well medicated 
by injection into the anterior, and with very 
little pressure at that. A little of the injec- 
tion, by gravity alone, always trickles into the 
posterior urethra and this is usually all the 
treatment required. 

Even in the most satisfactorily subsiding 
cases of acute gonorrhea, one should not neg- 
lect early and frequent rectal examination, 
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especially if pus appears in the second flow of 
urine. Evidence of acute infection of the pros- 
tate consists of a tender and slightly swollen 
gland. One should avoid severe palpation, 
and massage at this stage is very unwise. Ir- 
rigation of the rectum with a double current 
tube, using a quart or two of water about as 
hot as the finger can bear, is often very bene- 
ficial. This should be continued even should 
the prostate go on to suppuration. Hot sitz- 
baths are also worth while. Should there be 
continued fever and a palpable gross suppura- 
tion, as recognized by the finger introduced 
into the patient’s rectum, the condition be- 
comes surgical. Or, if there is a retention of 
urine not relieved by a single passage of the 
catheter, more radical procedure is indicated. 
On one or two occasions I have gotten satisfac- 
tory relief by aspiration of the gland, passing 
a fairly large needle in the midline between the 
scrotum and the penis into each lobe of the 
prostate. In a few cases I followed this by in- 
jection of Cano’s serum (which is phenol in 
methylene-blue), but have discontinued its use 
since I did not find it of merit. Suppuration of 
the prostate begins as multilocular miliary ab- 
scesses which usually break down and coalesce. 
In early involvement the chances are that as- 
piration will be fruitless; however, even the 
puncture of the capsule with a needle seems to 
be very beneficial in relieving pressure. 

In the treatment of acute epididymitis I find 
the formula employed at Bellevue Hospital 
of New York most satisfactory. The essen- 
tial features are as follows: . 


1. The higher the testicles are elevated, the 
sooner the patient will get well. The best way 
to elevate them is by a good substantial ad- 
hesive plaster bandage; I know of no commer- 
cial bandage sufficiently strong to produce the 
desired effect. 

2. If the patient has any fever, he should 
be confined to bed until the temperature has 
been normal for 48 hours. 

3. All treatment of the urethra and inter- 
nal genitalia should be discontinued during the 
course of the epididymitis. 

4. If decubitus and elevation of the testi- 
cles do not relieve the condition at the end of 
a week or so, operation according to Hagner’s 
technic should be performed. 

Systemic gonorrhea is a fairly rare compli- 
cation. At the onset the use of vaccines or 
serums may be worth while. I have tried out 
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quite an assortment of the specific and non- 
specific forms which have been recommended 
to me. In favorable cases a temporary bene- 
fit, and sometimes a permanent improvement, 
may be had if these are employed in sufficient 
dose to give a systemic reaction, but as a gen- 
eral thing these treatments do not appreciably 
influence the course of the disease. It seems 
that joint involvement is dependent upon a 
susceptibility of the particular joint affected 
and not to the direct genital infection. It is 
noteworthy that with recurrent gonorrhea the 
same joint is most likely to give trouble, if 
there has been a previous arthritis. After the 
joint has become well involved, about the only 
beneficial procedure is the use of a very heavy 
cast sufficiently bunglesome to completely im- 
mobilize the limb and anchor the patient in 
bed. This should be kept on for two weeks, 
removed for a period of from 7 to 10 days, 
and re-applied. Under such treatment it 
usually takes from six weeks to three months to 
effect a cure. However, this compares quite 
favorably with the other treatments reported. 
The idea of removal of focus of infection does 
not hold good in the case of gonorrheal arthri- 
tis, as, in the hands of the very best urologist. 
vesiculotomy and vesiculectomy have produced 
most discouraging results. During the course 
of this cast treatment, it is inconvenient to 
bother with the urethral gonorrhea; as a gen- 
eral rule the treatment goes along quite as 
successfully if nothing is done towards curing 
the local focus. 

The victims of gonorrhea are divied into 
two classes: “those who get well, and those 
who do not.” Recoveries are limited to those 
individuals whose lesions due to the gonococ- 
cus have been sufficiently superficial as not to 
cause grave scars, or excite chronic catarrhal 
conditions. Spontaneous cures are dependent, 
as in all infection, upon good surgical drain- 
age. If in the process of the disease there is 
an involvement of the vesicles, of the pros- 
tate, or of other urethral glands, of such a 
degree as to cause infiltration about the ori- 
fices of their ducts, bringing about a dilatation 
beneath, or if deep ulceration produces scar 
and stricture formation of the canal, we have 
a loss of drainage and in these pockets the 
gonococci linger. It is these lesions that are 
the cause of chronic gonorrhea. So far as the 
patient is concerned, his condition is just about 
the same whether the gonococci persist or 
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whether they are replaced by some other bac- 
teria. Microscopic examinations of prostatic 
secretions, or “morning drop”, in which the 
gonococci are not found, serve simply as a basis 
to give advice as to possible infection of others. 
So far as prognosis goes, they are of little 
value. Finding the Gram-negative intra-cel- 
lular diplococcus simply means that your 
treatment must consist of locating the lesion 
and treating it directly plus employing gono- 
coccidal agents. One important point, how- 
er, is that whenever the gonoccoccus is pres- 
ent in chronic urethritis, the urethra will re- 
sent even the mildest trauma, and will show 
its resentment by the sudden appearance 
of an acute urethritis, prostatitis,.or epididy- 
mitis coming on suddenly during the course of 
treatment. In dealing with chronic gonococ- 
cic urethritis, it is worth while to give the 
patient a chance to get well by himself without 
interference. Spontaneous cures are often 
brought about by simply removing the irritat- 
ing treatment being employed by some en- 
thusiastic physician and directing your atten- 
tion to improving the man’s general condition. 
I am satisfied that I practically cured one such 
case by eight doses of cacodylate of soda, 
hypodermically, with no other treatment what- 
ever. Many of these cases are being held back 
by some chronic malady, such as nephritis, 
cystitis, diabetes, tuberculosis, or even oral 
sepsis and tonsillitis, which have not been 
recognized, and are bearing on the patient’s 
vitality. It is usually safe in this type of 
case to supplement the treatment by an oc- 
casional prostatic massage for the mental ef- 
fect. If after a reasonable time no improve- 
ment is noted, more violent measures should 
be resorted to. Sounds of a calibre just snugly 
grasped should be passed and as a rule over- 
dilating of the urethra should be avoided. 
Usually an infiltrated point along the canal 
will be bruised or cracked and, if these con- 
tain gonococci, a discharge will have appeared 
by the following day. Daily irrigations of 
1-5,000 permanganate will usually cause this 
to subside in a short while, after which a 
smaller sized sound should be passed and the 
irrigations continued. Three or four such 
treatments followed by three or four outbursts 
of acute urethritis, should result in a cure, evi- 
denced by the fact that no discharge is pro- 
duced by passage of sounds or endoscopic ap- 
plications of weak solutions of nitrate of sil- 
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ver. Of course the patient should be kept un- 
der observation for some time afterwards and 
endoscoped at intervals. Lesions of chronic 
gonorrhea are usually multiple and complex; 
roughly we may divide them into involvement 
of the mucosa, the sub-mucosa, and of the 
various glands. The mucosa may present in- 
filtrated, eroded, or ulcerated areas, or may be 
the seat of granulations, ulcers, infiltrations. 
or erosions may extend into the sub-mucosa, 
in which case scar tissue is formed after heal- 
ing takes place, and strictures result. These 
are best spotted by the gripping of a bougie. 
Breaking these up by forced passage of sounds 
is considered a very bad procedure, internal 
or external urethrotomy being the method of 
choice. The chronic involvement of the glands 
is usually a mechanical thing and is due to 
obstruction of the ducts from thickening. The 
prostate and seminal vesicles form a special 
problem of drainage due to their complicated 
structure, and retention of purulent secretions 
within them is fairly satisfactorily handled 
by proper massage and striping. This pro- 
cedure should be kept up once or twice a week 
as long as the miscroscopic findings show the 
presence of pus. 

Now, a word or two regarding a few of the 
newer drugs employed in irrigation of sub- 
acute urethritis. Of late, the literature has 
been rich in articles about the merits and de- 
merits of acriflavine and mercurochrome-220. 
I have given them each a fair trial and am 
free to confess that I do not consider either 
of them more desirable than the old silver 
preparations. I do not consider that either one 
of them has been sufficiently tried out to war- 


rant any definite conviction as to its value. 


As a germicide I have found mercurochrome- 
220 to be the more efficacious, and have gotten 
splendid results in B. Coli infections of the 
bladder, using it in strengths of 1-1,000 and 1- 
750. I have not found it irritating in even 
stronger solution. Theoretically, it should be 
the long-looked for specific for gonorrhea, as 
it is an antiseptic in combination with a tissue 
stain of deep penetrating properties, is non- 
toxic in fairly strong solution, and possesses 
a low degree of irritability. Perhaps with im- 
proved technic it may yet prove to be a tre- 
mendous contribution. I have found it a 
splendid germicide in 1-100 strength in im- 
petigo contagiosa and as a wet dressing for 
stitch abscesses. I have discontinued its use 
in urethritis. At present, it would seem that 
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acriflavine, 1-5,000, injected once daily and re- 
tained for one minute, has the desired effect 
upon specific urethritis. It is my custom, 
however, to supplement this with a daily irri- 
gation of permanganate of potash, so my ob- 
servations are not conclusive. Some time ago 
I had several unfortunate results from using it 
in stronger solutions: a too rapid checking of 
the discharge evidently produced posterior in- 
volvement by stopping the drainage and allow- 
ing it to extend inward. It has the advan- 
tage of rapidly clearing up the discharge, but 
often fails to get at the gonococci in the deeper 
layers of the mucous membrane and often per- 
mits urethritis to become chronic. 
644 Main Street. 


THE MANAGEMENT OF CHRONIC NE- 
PHRITIS.* 


By WYNDHAM B. BLANTON, B. A., M. A., M. D., Rich- 
mond, Va. 


Seventy-five thousand deaths are registered 
annually in the United States from chronic 
nephritis. As a cause of death it is exceeded 
only by tuberculosis and cardiac disease. 
Chronic nephritis is then a startingly common 
and fatal disease. A glance through our cur- 
rent medical literature is all that is necessary 
to convince one that the last word has not 
been said concerning any part of nephritis. 
I have, therefore, no apology to offer for pre- 
senting this subject to you today, although on 
first thought it might appear commonplace. 

CLAssiFICATION: For the proper considera- 
tion of our subject, a classification of nephri- 
tis is desirable. This is not an easy matter. 
There have been about as many classifications 
as there have been classifiers. Pathologists 
have lined up on one side with such classifica- 
tions as glomerular, tubular. arteriosclerotic 
and interstitial nephritis. Clinicians on the 
other hand have advanced functional classi- 
fications such as hypertensive and nitrogen 
retention nephritis, nephritis with cedema, and 
nephritis without edema. Some speak loudly 
of nephroses, and others are equally as noisy 
about their nephritides, and there has been 
very little agreement among so-called authori- 
ties. The truth is the so-called clinical types, 
when examined by the pathologist at autopsy, 
have not conformed constantly with any patho- 
logical classification and, in fact, we have ex- 
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pected too much simplicity from so complex 
a disease. Still among all this disagreement 
it is essential that we have in mind some sim- 
ple workable arrangement of our cases of ne- 
phritis. We have, therefore, adopted a rough 
and ready classification into two broad groups, 
namely, those with oedema and those without 
ceedema. ‘The first, of course, corresponds to 
the so-called glomerular or parenchymatous 
nephritis; the second to hypertensive or tub- 
ular nephritis. This is the classification of 
Christian and to our mind the most reason- 
able. 

ParnotocicaL Backerounp: The manage- 
ment of any disease which is not predicated 
upon an accurate knowledge of the known 
facts in the etiological and pathological back- 
ground is doomed to failure. This is partic- 
ularly true of a chronic disease, such as ne- 
phritis. We have nothing very definite, though 
much hypothesis, concerning the cause of this 
disease. The acute infections, such as scarlet 
fever and diphtheria; poisons, such as lead and 
alcohol; foci of infections, such as dental root 
abscesses, infected tonsils, sinuses, etc., have 
much to commend them as probable causes. 
Intestinal intoxication, diet, anaphylaxis from 
such food as egg albumen are more specula- 
tive. Says Christian, “We can rarely do more 
than guess at a cause.” At the same time we 
must be excused for our beliefs and prejudices 
in the absence of an accurately and certainly 
demonstrated etiology; and because we cannot 
prove step by step the relationship of an in- 
fected tooth or an infected tonsil to a small 
red granular kidney or a patient with the 
clinical symptoms and signs of nephritis with- 
out cedema is to my mind no reason for fail- 
ure to remove such a focus of infection, and 
some of us I am sure have noted improvement 
when acting on such a common sense impulse. 
Chronic nephritis with cedema is a much rarer 
disease and much more rapidly fatal than 
chronic nephritis without cedema. It usually 
has a more definite onset and can be more close- 
ly related to such infective diseases and pro- 
cesses as we have just enumerated. Chronic 
nephritis without edema is a more complex 
disease, with the heart and the blood vessels 
playing a prominent part, and often eventu- 
ating in that striking termination, uremia. 
These things are rarely true of nephritis with 
cedema. I believe it is the concensus of the 
best thought that he makes a mistake who re- 
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gards nephritis as a disease of the kidney 
alone. Nephritis, as we know it, is far more 
complex and based upon a pathology far more 
extensive, involving many more organs than 
the kidney. He who has made many autop- 
sies on nephritics, particularly nephritis with- 
out cedema, has seen arteriosclerosis, cardiac 
hypertrophy and dilatation, valvular disease, 
pericarditis, gastritis, cystitis, cerebral sclero- 
sis and oedema and many other signs and mile 
posts of the ravages of a cause, the nature of 
which we know all too little, but the effects of 
which tell their own story in every organ of 
the body when viewed at the autopsy table. 

It is my belief that chronic nephritis is the 
result of a single large or a series of small 
toxic insults to the body—in the form of chem- 
icals such as alcohol and lead; or bacterial 
poisons such as produce injury to the tissues 
and organs of the body on a wide scale, but 
manifesting itself especially in its damage 
to the exposed and particularly susceptible 
renal cells. We encounter nephritis in the 
various stages of this intoxication, whatever 
it be. In general, the rationale of therapy 
should be directed at (a)- a search for and 
elimination of every possible source of ingest- 
ed and absorbed poison. (b) Protection or 
sparing of the remnant of the renal epithelium 
by transferring the burden of excretion from 
kidneys to intestines, skin and lungs, and by 
controlling the intake of water, salt, proteins 
and extractives which are considered to be 
handled by the kidney with difficulty. (c) Ths 
removal or betterment of harassing or danger- 
ous features and complications such as oedema 
and hypertension. There is, of course, noth- 
ing new in this point of view, but the syste- 
matic and careful following out of this ration- 
ale is often neglected. 

Even though we attempted a detailed con- 
sideration of the treatment of nephritis, time 
does not suffice for a complete discussion of 
all phases of this interesting subject. We can, 
therefore, hope only to touch the high points 
in such time as we have. 

Earty Curonic Nepuritis: The onset of 
nephritis, as we have said, is so insidious and 
spread over so long a time, particularly in 
nephritis without cedema, that the patient 
himself is unaware of its presence until it is 
well advanced. It is a well known fact that 
hypertension, presaging as it usually does, ne- 
phritis is first discovered in life insurance ex- 
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aminations, or first made out by the careful 
general practitioner who makes it a rule to 
take blood pressure readings on his patients 
past forty years, who perhaps come to him 
for only some trivial complaint. The dis- 
covery, therefore, of this disease during this 
stage is up to the general practitioner or the 
family physician and with him rests the re- 
sponsibility for the diagnosis and care of the 
nephritic in this most amenable stage of his 
disease. I think it wise to regard every con- 
stant elevation of blood pressure above the 
normal as potentially nephritic. So, when we 
tind hypertension or thickening and tortuos- 
ity of palpable arteries with or without albu- 
minuria or casts in a patient who considers 
himself well or who may complain simply of 
feeling unduly tired with occasional head- 
aches and a little shortness of breath on exer- 
tion, we face the responsibility of apprising the 
patient of the seriousness of the situation and 
the necessity of doing something about it. 

This is no occasion for the alarmist. <A 
straightforward review and_ interpretation 
of the facts and of the possible progression 
of the case will convince most people of the 
necessity for the rearrangement of their phy- 
sical household. These are not the cases for 
drugs. I am convinced that, after the facts 
have been put squarely up to the patient and 
his co-operation elicited, it is most important 
to give him in written form certain dietary 
and hygienic directions which he agrees to fol- 
low. Such a patient should avoid excesses of 
all sorts, under-eating rather than over-eating. 
He should limit his fluids. Tle should avoid 
alcohol. He should use tobacco with discre- 
tion. He should work less and play more. He 
should discipline himself in the avuidance of 
all worry and excitement. He should see that 
the emunctories are properly functioning. ITe 
should take a midday rest. He should be in 
bed from nine to ten hours at night. He 
should keep himself in the best physical con- 
dition, caring scrupulously for his teeth. Most 
important of all, he should have a definite time 
to report to his doctor, not less frequently 
than once in every three months. 

Apvancep Curonic Nepuritis: The second 
group of cases is well advanced with both 
symptoms and signs which are unmistakable, 
and functional tests, which in the first group 
afford very little information, begin to show 
kidney deficiency. These patients come to the 


VIRGINIA MEDICAL MONTHLY. 705 


doctor because they are sick and it requires 
no urging to elicit their co-operation. I think 
it wise to consider the treatment of advanced 
chronic nephritis according to the classifica- 
tion we originally adopted into groups with 
and without cdema. I do not believe in a 
haphazard symptomatic treatment in this stage 
of the disease. There is no room for thera- 
peutic nihilism any more than there is occa- 
sion for a blind and hypertrophied faith in 
drugs. The patient demands that something 
be done for him and there is much that may 
be accomplished. The rationale of treatment 
in this stage of the disease can best be consid- 
ered under the following headings. 

1. Hypertension: Measures that we have 
outlined in considering early nephritis are ap- 
plicable in the treatment of moderate grades 
of high blood pressure. However, dangerous 
elevations, 250 or more systolic, accompanied 
by headache and dizziness, demand more ener- 
getic treatment. We should appreciate and 
keep in mind the limitations under which we 
labor. We cannot hope to permanently reduce 
blood pressure in the great majority of cases. 
We may expect, however, to temporarily lower 
it while other therapeutic agencies are put into 
operation which may arrest the progress of 
the disease and thus, in turn, help to reduce 
the level of hypertension to such a point that 
the patient will no longer have symptoms. 
The effect of rest in bed, inducing both mental 
and physical tranquility, the calorically low- 
ered diet, especially in protein and the limita- 
tion of fluid intake, are of course the first es- 
sentials and are too well known to you to merit 
further discussion. The effect of sweats in re- 
ducing blood pressure is generally well rec- 
ognized. I stop long enough to emphasize the 
importance of this measure and to register my 
preference for the dry pack gotten by the use 
of hot water bottles or electric pads with 
blankets, as opposed to the more troublesome 
and uncertain wet pack. Phlebotomy is of 
undoubted service in reducing blood pressure. 
[ have recently in ten minutes reduced a blood 
pressure of 270/160 to 120/80 by removing 500 
ce. of blood. This method requires a good deal 
of judgment in its use. Its value in emergencies 
of extreme hypertension is undisputed. But 
the frequent use of phlebotomy where the 
emergency is less acute subjects the patient to 
dangerous wnemia. I think the mistakes of 
phlebotomy are two: In an emergency we do 
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not remove enough blood, and when we do 
and get a favorable response, we are apt to 
repeat the procedure too often. My experience 
with vaso-dilators has not been encouraging. 
The majority of the authorities seldom find oc- 
casion for the use of any of the nitrites. Spinal 
puncture: While of course this procedure does 
not lower blood pressure it often relieves head- 
ache, which is one of the most distressing symp- 
toms of hypertension. Some men are most 
enthusiastic in the use of this procedure. The 
results that I have obtained have been on the 
whole disappointing. 

2. Toxemia: Eliminative treatment is of 
course based upon the fact that we believe in 
the presence of a poison or toxin in the blood 
und tissues which is probably responsible for 
the kidney damage. If we can induce other 
body agencies such as the skin, intestines ani 
lungs to take over this part of the kidney’s 
function we are attacking the trpuble almost 
at its source. 

First: Elimination through the intestines 
is effected by the wise use of cathartics, par- 
ticularly of the salines. If the patient is made 
to understand that his bowels are to move 
well every day, if necessary by the use of a 
daily cathartic, that once a week he should 
take a brisk purgative, and once a month calo- 
mel in sufficient dosage to effect the same 
thing, enough will have been done to promote 
elimination by this channel. 

Second: Sweats, of which we spoke under 
the heading of hypertension, of course, may be 
used to increase elimination through the skin. 
A sweat bath once a week may serve this use- 
ful purpose. Warm clothing, warm climates, 
moderate exercise accomplish the same end. 
No advice should be emphasized more strongly 
than to avoid the sudden chilling of the body. 
I have recently seen a case of chronic nephritis 
precipitated into a second exacerbation by ex- 
posing himself on a cold day at a foot ball 
game. 

The impression is certainly prevalent among 
many men that if we can stimulate the kid- 
neys to a more copious secretion of urine. 
particularly in cases of low output, we are 
increasing elimination and thus helping per- 
haps in the arrest of the disease. Dr. Samuel 
Lambert is one of those who advocates the 
forcing of water, expecting by this means to 
push through the kidney rapidly in dilute form 
poisons which might otherwise injure it. 
Most men, however, feel that the elimination of 
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water in excessive quantities is in itself a 
burden to the kidney sufficient not to warrant 
flushing by this method. 

The use of diuretics with somewhat the 
same object in view is now generally condemn- 
ed on the basis that few diuretics are without 
injurious effects per se upon the renal epithe- 
lium. Why flog a fagging horse to greater 
effort? It is believed that outdoor life and 
sleeping with open windows promotes pulmon- 
ary ventilation, and certainly we should urge 
these things upon our patients, that the elimi- 
native capacity of the lungs may be used to 
the utmost. 

3. Sparing the kidney: An injured organ 
needs rest. A nephritic kidney should be 
spared the performance of all its known func- 
tions in as large a measure as possible. We 
know that the glomerulus excretes water and 
salt and we believe that the tubules are chiefly 
responsible for nitrogenous elimination, an«| 
that all of these things represent work on the 
part of the renal epithelium. We know that 
drugs such as lead, mercury, cantharidin; tar- 
taric acid, oxalic acid and others represent in- 
jurious agents, likewise, extractives and con- 
diments in the diet. How then are we to spare 
the kidneys? First, by limitation of fluid in- 
take roughly to twelve hundred c.c. (1 quart) 
in cool weather, and eighteen hundred c. (1! > 
quarts) in warm weather. Second; the limi- 
tation or interdiction of salt in the diet—salt 
free butter, salt free cooking, etc. It is sur- 
prising how quickly patients learn to get 
along without salt and relish food that is pre- 
pared without it. Third; limitation of the 
protein intake, particularly of the purins. I 
do not believe in the absolute contra-indication 
of meat. The patient should be instructed in 
the limitation of his meat according to the 
stage of his disease, but to tell every nephritic 
that he is not to eat meat is to deprive him of 
valuable food without sufficient justification. 
I think the point needs to be emphaized that 
fish and fowl are as much meat as beef and 
pork, and T think that the distinction between 
white meat and red meat should no longer be 
passed off on patients for their confusion an« 
wonderment. 

Epstein has recently described a type of 
nephritis in which he claims to have gotten 
astonishing results by protein (meat) feeding. 
The cases he described show increase of blood 
lipoids or fats and low protein content of the 
blood plasma. They uniformly have cedema 
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and the low protein and high blood lipoids are 
presumably responsible for the accumulation 
of fluid in their tissues. This type of patient 
must be extremely rare, Epstein to the con- 
trary notwithstanding, as many good men have 
failed to duplicate his results. 

Fourth; all medicines calculated to irritate 
the kidney should be used with extreme cau- 
tion, and no drug whose renal action is un- 
known should be lightly administered. 

Neruritis Wirth Orpema: Many measures 
applicable to the treatment of nephritis with- 
out edema may at times be indicated in ne- 
phritis with edema. There are, however, cer- 
tain outstanding additional problems. 

(a) The treatment of cedema itself. Oedema 
is a water logging of the tissures, the exact 
nature of which is obscure and puzzling. In 
sume cases it appears to be due to the failure of 
salt excretion. The body, in order to keep its 
tissues isotonic. or to keep the salt in normal 


concentration, is compelled to retain all or 
most of the ingested fluid and, having no other 


store house, puts it away in the tissues and 
body cavities. This explanation is best suited 
to the edema of nephritis. The oedema of 
heart failure is mechanical from venous back 
pressure. The cedema following certain drugs. 
such as morphine, is due probably to injury of 
endothelial cells. The angioneurotic oedema 
has been ascribed to nervous influences. In 
the treatment of cedema in nephritis the es- 
sential thing to remember is that swollen ankles 
und puffy lids do not represent the entire 
amount of retained fluid. Oedema is general- 
ized in the great majority of cases, as any one 
will find on weighing patients before and after 
its disappearance. In treating this important 
symptom two essential observations are neces- 
sary as a guide in the use of therapeutic meas- 
ures. Without careful frequent determina- 
tions of the weight of the patient to see how 
much fluid he is losing, and without measur- 
ing and recording daily the amount of fluids 
he has taken in and the amount of urine he has 
put out. we have no certain way of knowing 
whether we are succeeding or failing. Oedema 
is often dangerous, especially when it involves 
such locations as the penis, larynx, uvula, neck. 
tongue, brain, lungs, optic nerve, etc. In the 
treatment of oedema, several factors have to 
be considered. First, no more fluid should be 
given the patient than is absolutely necessary 
in order that no increase may occur in the tis- 
sues. The sharp limitation of fluid is there- 
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fore the first indication. Second, elimination 
of salt from the diet removes what appears 
theoretically to be the most important factor 
in the causation of ceedema, because as we have 
said, when the kidney fails in its secretion of 
salt, NaCl accumulates in the tissues and quan- 
tities of water must be retained by the body 
to keep it in harmless dilution. A Karell diet, 
eight hundred c.c. of milk per day, for a short 
while accomplishes both purposes. Third, the 
elimination through the skin and intestines by 
sweats and cathartics is again from this point 
of view important and often effective. Fourth. 
rest in bed. promoting as it does better mobili- 
zation of blood and lymph by the cardio-vascu- 
lar svstem favors fluid elimination. Fifth. 
drugs. It is the concensus of the best opinion 
that drugs are valueless in the treatment of 
essential nephritic edema. There is no ques- 
tion about the fact that such diuretics as caf- 
fein, diurin, theosin, and digitalis do at times 
result in astonishing elimination of fluid 
through the kidneys of water logged patients. 
But it is our belief that in all such instances 
the cdema was cardiac in origin. In fact, 
one of the accepted methods of differentiating 
between cardiac and nephritic cdema is in 
this therapeutic test. 

(b) Foci of infection: As we have said, 
nephritis with oedema is more apt to reward a 
search for a tangible, etiological factor. There- 
fore, in this disease it is particularly important 
to examine teeth for root abscesses, tonsils for 
the presence of pus and to search for infection 
in the para-nasal sinuses, the prostate and 
other known sites of foci of infection. 

(c) Anemia in this type of nephritis fre- 
quently demands treatment and I know of no 
better method for the administration of iron 
than in Blaud’s pills. 

Symptomatic Treatment is equally import- 
ant in all types of nephritis. Headaches, dizzi- 
ness, palpitation, dyspnoea, indigestion, con- 
stipation, weakness, should each and all receive 
careful attention and merit our best skill in 
symptomatic therapy. 

Extreme Grapes or Nepuritis demand all 
our skill and patience. Bed ridden and hope- 
less cases they are, often bordering on uremia. 
but nevertheless I believe deserving of our 
best thought and effort. The measures we have 
enumerated in the treatment of less severe 
cases of nephritis are of course applicable here. 
However, they must be applied in more heroic 
fashion. It is often surprising to see a patient 
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on the verge of uremia with blindness, extreme 
hypertension, astonishing nitrogenous reten- 
tion, and scarcely any phthalein excretion, im- 
prove, get up and go about among his friends 
again. To see a single such case is sufficient to 
justify and reward all the labor and disap- 
pointment over all the other unsuccessful ter- 
minal nephritis that we may have been called 
upon to see. 


300 West Grace Street. 


HEALTHY TONSILS 


By WILLIAM C. MOOMAW, M. D., Petersburg, Va. 


So much has been said and written about 
tonsils that one feels some hesitancy in bring- 
ing this subject to your attention, or in attempt- 
ing to add opinions to those already expressed. 
However, the frequency of discussion and the 
Babel of voices and views bespeaks dissatis- 
faction with our present knowledge of the 
status of the tonsil in relation to its function, 
pathology and treatment, and of its relation 
to certain diseases presently to be mentioned. 
It is my humble opinion that through some 
oversight in diagnosis, through some fatal 
breach in examination for causes, the tonsils 
have, in a large measure, failed to be fully 
recognized as potent factors in the origin of 
such disturbances as nephritis, arterial changes 
with arterial hypertension, intracardiac affec- 
tions with subsequent valvular insufficiencies. 
arthritis, neuritis, so-called “rheumatism,” 
goitre, and such vague clinical manifestations 
as malaise, headaches, mental hebetude, mental 
depression, fatigue, cough, constipation, in- 
digestion, body pains, neuralgias and contract- 
ures: in a word, all of the long catalog of 
complaints and clinical disturbances which 
may and do arise from a focus of infection. 

The appendix and the teeth have far out- 
stripped the tonsil in the race for recognition 
as menaces to good health, and in breaking 
through a wall of doubt and prejudice on 
the part both of the laity and the profession: 
nevertheless, I fear not to prophesy that this 
prejudice will ere long break down in the light 
of facts, and the tonsils, whether faucial. lin- 
gual or pharyngeal, whether apparently heal- 
thy or manifestly diseased, will be removed 
with the same liberty of custom and for the 
same wise reason that a so-called healthy ap- 
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pendix is removed when the surgeon is operat- 
ing in that region. This is neither fad, fancy 
nor fanaticism, but a carefully drawn conclu- 
sion based upon hundreds of cases presenting 
all types and stages of tonsils and consequent 
end-results; based, furthermore, upon care- 
ful study, treatment and observation of these 
cases, and based still further upon a review of 
many cases treated through fourteen years of 
general practice, and treated without any 
special knowledge of the throat and its struc- 
tures along classical lines and often with 
poor results to the patient and painful dis- 
appointment to me. I now know, that with a 
cursory glance at the throat, many cases pre- 
senting tonsils which stood as grim barriers to 
health, were either overlooked or excused. 

That so-called “healthy” tonsils have borne 
an unsuspected role as a causative factor in 
the diseases mentioned, and in other condi- 
tions, such as eye disturbances, bronchial 
and pulmonary infections, throat conjestions 
and inflammations, involving the eustachian 
tubes and the ears; and that as such factors 
of these several diseases the tonsils have been 
under-estimated and overlooked by the rank 
and file of medical men the world over, 
I have no doubt. When we contemplate 
our present knowledge of  infection—a 
word that may be stamped in red letters 
on almost every page of any comprehensive 
work on etiology or pathology—and when we 
recall the keenness shown in ferreting out in- 
dicated but often hidden foci of infection, it 
is an inexplicable mystery that the tonsils have 
escaped the searchlight of modern diagnosis 
and been allowed to “get by.” 

Therefore, it is the prayerful aim of this 
paper to stress the importance (1) of recog- 
nizing these structures as a source of disease. 
(2) of carefully scrutinizing the character 
and the condition of the tonsil under exami- 
nation, and (3) of clearly establishing its par- 
ticular relation to the clinical picture which 
the patient presents. 

We frequently hear on the part of our 
patients such expressions as “Healthy tonsils,” 
or “The doctor said my tonsils are all right.” 
or “My tonsils never give me any trouble.” 
What are healthy tonsils? In the first place. 
let us recall that men of unquestioned author- 
ity, notably Bosworth and others, insist that 
the lymphoid growths of the upper air pas- 
sage, namely, the faucial, lingual and pharyn- 
geal tonsils, are from first to last pathological 
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growths and, as such, should be removed. 
Most of us agree as to the lingual and pharyn- 
geal, but how about the faucial tonsils‘ 
There are some pertinent facts that add 
strength to the view of Bosworth: 

(1) The tonsil is not developed until late 
in fetal life, and it frequently becomes dis- 
eased early in infancy, so much so that it is the 
practice of some leading pediatrists to remove 
the growth as early as at six months of age. 
(2) The tonsil is so frequently the seat of focal 
infection and the source of systemic disease, 
designating it as a pathological rather than a 
physiological structure; or it is frequently 
hypertrophied and in some way not as yet 
clearly worked out, leads to maldevelopment 
and even malformation of the body, and par- 
ticularly of the face, giving rise to the so- 
called “adenoid face,” and, further still more 
seriously arresting mental development to 
which we shall again briefly refer. (3) After 
the removal of these growths, in the majority 
of cases, the structural development and body 
functions proceed along more normal lines. 
and the patients improve in appearance, usu- 
ally gain weight, and, if the age of self-inter- 
pretation be attained, profess to feel better. 
(4) Radium in several applications over the 
region of the faucial tonsil will cause it to 
rapidly disintergrate and largely disappear: 
having, however, no such effect upon the nor- 
mal structures adjacent thereto. (5) In so far 
as my limited knowledge goes, no one has, as 
yet, been able to assign, clearly and conclu- 
sively, any necessary or even hypothetical func. 
tion to the tonsil. If these be facts, they 
point stubbornly to the tonsil as a useless 
growth and, as such, a menace to good health 
and long life. 

In the second place let me remind you that 
tonsils which appear to be above suspicion, 
will, upon proper examination, spring a sur- 
prise upon the unwary examiner. No repu- 
table dentist of today would be willing to pass 
final judgment upon teeth under examination 
without first submitting them to the “acid 
test” of the X-Ray. and similarly no tonsil 
should be dismissed until it has been subjected 
to rigid examination by one of several approved 
methods; as. for instance, the Hurd pus evacu- 
ator by which very innocent tonsils may be 
drawn out to view, and the lacunae shown to 
contain putrid and foul-smelling detritus and 
frequently pus. These expressions from the 
tonsils will yield cultures of the most virulent 
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organisms such as staphylococci, streptococci 
(both viridans and hemolyticus), pneumococci, 
Klebs-Loeffler and a number of the catarrhal 
types. Let these structures be judged by the 
company they keep. It does not conform to 
the demands of logical thinking to hold, as 
is often claimed, that tonsils act as barriers 
to infection, and arrest, as does a lodge-gate 
keeper, undesirable pedestrians entering 
private grounds. We view with suspicion, and 
even alarm, the presence of such infectious 
agents in the tissues elsewhere in the body. 

In the third place, tonsils which may be 
considered to be fairly free from an inflam- 
matory process may and do bear a patholog- 
ical relation to diseases of the throat, eusta- 
chian tube and the ear. To quote from a recent 
text-book: “The permanently enlarged tonsil 
offers obstruction to nasal respiration, and 
vives a distinctly nasal tone to the voice, and 
may interfere with correct speech. These en- 
larged masses also produce venous stasis in and 
around the pharynx, particularly on the poste- 
rior and lateral pharyngeal walls. Degluti- 
tion is interfered with and, during the act of 
swallowing, food may occasionally regurgi- 
tate into the nasopharynx. The crypts of the 
tonsil harbor foul secretion, which at times 
is expelled in the form of small pearls, which 
when crushed give rise to a most disagreeable 
odor. Owing to the diseased condition of the 
tonsil, absorption results in enlarged cervical 
glands which at times become painful. Hyper- 
trophied tonsils induce considerable eusta- 
chian catarrh, not only by direct pressure ad- 
jacent to the eustachian opening, but by pro- 
ducing venous stasis in that region, they pre- 
vent proper pharyngeal ventilation and drain- 
age of the secretions. Enlarged tonsils occa- 
sion frequent attacks of indigestion, and the 
patient, particularly children, are often anemic. 
badly nourished and nervous.” So far, so 
good. But, I cannot refrain from quoting 
one more sentence from this same writer which 
is a context to what has just been read. He 
writes, “It cannot be too often insistently re- 
peated that the existence of a considerable 
degree of hypertrophy of the lymphoid tissue 
in the oropharynx as well as in the naso- 
pharynx is quite consistent with a satisfactory 
state of health.” To me this is a glaring in- 
consistency in statement of facts. and I here 
mention it because I believe it typifies a bias 
of mind which stands as a barrier to a scien- 
tific study of this question. “A satisfactory 
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state of health.” Who but an ignorant man 
or a fool would be content with a “satisfac- 
tory” state of health if it were at all possible 
through applied principles of preventive medi- 
cine to obtain perfect health? 

If we could bring ourselves to a compre- 
hensive grasp of the prevalence, the pathogen- 
icity and the menace of focal infections, it 
would be superfluous to urge the facts herein 
set forth. Diagnosticians everywhere and in 
all branches of medicine would follow the 
lead of a few who have provided themselves 
with the equipment for, and familiarized them- 
selves with mouth and throat examinations. 
Dr. Lewellys Barker, in Monographie Medi- 
cine. states that “Gingival and _ periodontal 
infections are among the commonest causes of 
(lisease in people past middle life. The physi- 
cian who fails personally to inspect the gums 
and teeth of his patients, ander good illumi- 
nation, and to call skillful dental specialists 
to his aid in many cases, will surely fall be- 
hind in the race of medical practice.” With 
perfect reason Dr. Barker could have included 
the tonsil in this indictment. He did say in 
regard to chronic tonsillar infections that 
flein, diurin, theosin and digitalis do at times 
be small, adherent. or buried. * * * The 
condition is often first suspected owing to the 
co-existence of metastatic arthritis, endocar- 
ditis, or nephritis. Small abcesses are fre- 
quently found when such tonsils are excised. 
Such primary foci of infection should be care- 
fully sought for in all cases of chronic invalid- 
ism.” My plea is to be cognizant ef such foci 
of infection, search for them, remove them, 
and thus prevent such cases of chronic in- 
validism. 

The studies of Bell, King, Rosenow, Rehfuss 
and Cotton on focal infections are extremely in- 
teresting and show that this subject demands 
the most careful consideration. Dr. Geo. A. Bell 
in a paper on “Teeth, Tonsils and Toxemia.” 
said “The work of Cotton among the insane at 
the New Jersey State Hospital is espicially illu- 
minating. Infections and toxemia, as Cotton 
has previously pointed out, are shown to have 
been the most important contributory factors 
in producing mental disease. To the extrac- 
tion of teeth as well as to operations on the 
tonsils and other organs in the body, Cotton 
has attributed his success in being able to dis- 
charge 274 patients out of 410 cases which 
had been admitted.” 

With the foregoing facts clearly before us. 
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and ever mindful of the very great pre- 
valence of acute and chronic focal infec- 
tions, and the frequency with which the 
tonsils are hosts of such infections, the 
tonsils (and the teeth should here be included) 
must be examined with the same regularity 
and persistence with which we examine the 
pulse or the blood or the urine. 

The equipment for examining the tonsils is 
a simple one. A good light (preferably a re- 
flected light). a tongue depressor, a pillar re- 
tractor, and a Hurd pus evacuator are all that 
is required. The evacuator is indispensable in 
studying stbmerged tonsils. Most throats 
will admit of its use with very little gagging 
or discomfort. When the glass bell is snugly 
applied over the tonsil, and the compressed 
bulb released a seemingly small and obnoxious 
tonsil is drawn from its fossa and often a 
startling revelation of infection is made. The 
sterilized fore-finger is the best instrument 
with which to examine the pharyngeal tonsil. 
If gently done it occasions no pain and little 
discomfort. 

Upon examining the tonsil, if the pillars 
are found to be red, that redness means in- 
flammation and inflammation, as you know, 
means infection as may be shown by smears 
or culture; and 7f the pillars, particularly the 
anterior pillar, be markedly red, pus will al- 
most invariably be found upon enucleation of 
the tonsil. I should here like to sound a 
warning against being governed by the size or 
macroscopic appearance of the tonsils. When 
the tonsil is manifestly bad, as in acute ton- 
sillar attacks, the patient himself will make 
the diagnosis. It is often the small, submer- 
ged, and frequently buried tonsil that harbors 
a chronic, insidious infection. This is a fact 
of prime importance that should be kept con- 
stantly in mind, and it is concerning this type 
of infection that it may sometimes be said of 
the watchmen and custodians of Health’s 
estate, “While they mused the fire burned.” 

With your permission I shall now report 
several cases from the records of some five 
hundred patients whose tonsils were removed. 
These cases are in no way unusual, and are 
typical of conditions which may be found in 
the every day round of examinations in any 
average general practice. 

Case 1. Mrs. W., Dendron, Va., 45 years of 
age, married, home-keeper. Was referred with 
the advice that she had been suffering with 
“rheumatic” pains for eighteen months. A 
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number of her teeth had been extracted with 
little or no relief. It was stated that she 
seemed to have no tonsils, but nose and throat 
examinations were requested. The pillars were 
found to be inflamed as shown by marked red- 
ness, and the tonsils to be of fair size, and 
containing free pus which was expressed 
from the crypts when suction was made. This 
case has not as yet been operated, but, in the 
light of a number of similar cases, it can be 
safely stated that the tonsils are the source 
of her trouble. It is here referred to that 
special emphasis might be laid upon the im- 
portance of searching for these buried tonsils. 
and of using some form of suction apparatus 
by which the tonsil is brought out to view. 

Case 2. Mr. C., Petersburg Va., 41, bach- 
elor, bookkeeper. In 1913, was operated for 
pus kidney. In June 1919, patient was re- 
ferred to me suffering with occasional head- 
ache, dizziness, depression and nausea. His 
ears were inflated with slight improvement. 
but his symptoms persisted. His tonsils were 
examined and found to be chronically infected 
and containing pus. These were removed. 
Patient immediately began to improve, has 
gained thirty pounds in weight, and to date has 
had no return of former symptoms. There is 
still occasional pus in the urine, which probably 
comes from the old ureter which was not re- 
moved with the kidney. 

Case 3. Mr. McR., Petersburg. Va.. 22. un- 
married, bank clerk. Had been suffering for 
years with muscular and articular “rheuma- 
tism.” Was treated for hook-worm with slight 
improvement. Referred to me May 15th. 1919. 
Patient was anemic, manifestly sick. suffering 
greatly with pain. bent in form and walking 
with a cane. He had been thoroughly treated 
along the usual lines. His tonsils showed 
chronic infection and pus. They were enucle- 
ated. Within the week the patient felt marked 
improvement. The pain steadily disappeared. 
color was restored to his cheeks. and weight in- 
creased. 

Case 4. Mrs. M., 42, married, home-keeper. 
For some years had complained of neuritis 
in right shoulder, arm and hand. Suffered a 
great deal of pain, especially when using the 
arm. Even letter-writing occasioned pain. 
Patient had been treated for months, and had 
“tried all sorts of things,” including osteo- 
pathy. Before trying the latter I had advised 
removal of the tonsils which were infected 
as shown by the usual signs in such cases. 


Consent was finally obtained and the growths 
removed October 14, 1921, under local anes- 
thesia. The symptoms have cleared up, the 
patient has greatly improved in general 
health, and informed me recently, with bub- 
bling enthusiam, that she had written a !4 
page letter with perfect comfort. 

Case 5. Mr. B., 37, plant foreman, marric:! 
Had recurrent attacks of iritis. The usual 
treatment was instituted with no relict. Wass- 
ermann and other tests were made. Exami- 
nation of the tonsils brought them under sns 
picion. The patient was sent to an eye man in 
Richmond for his opinion. The suspicion was 
confirmed, hence we removed the tonsils. In 
a few days the eye showed improvement and 
made a satisfactory recovery. ‘The vision was 
greatly impaired by fibrosis of the retina and 
nerve head, but there has been no return of 
the attacks. The tonsils were removed thir- 
teen months ago. 

Case 6. Dr. McC., Petersburg, Va., 35, 
general practice, unmarried. A few vears ago. 
while practicing in northern New York, had 
tonsils clipped by general surgeon. For the 
past year had developed nephritis with hyaline 
casts and albuminuria. Gave up practice and 
went to hospital. Systolic blood pressure 230 
mm. After a time an examination cf his 
throat was requested. The pillars were in- 
flamed, but no tonsil in evidence. <A tiny fis- 
tula was seen between the pillars on left side. 
Under local anesthesia these pillars were 
opened and a pus tonsil found and dissected. 
The same condition was discovered on the 
right side and similarly treated. Practically 
all “rheumatic” pains have disappeared, the 
blood pressure has been reduced. the doctor 
has resumed his practice and married. The 
kidneys are still affected though somewhat 
improved. With less alertness this throat 
could have easily been passed as negative. 

Case 7. Mr. M.. Petersburg. Va.. 48. active 
business. married. Had suffered for vears with 
pain and stiffness of the joints. particularly 
in the mornings. dull headaches. and some- 
times severe neuralgia of the scalp and pains 
in back of neck. Frequently hod so-called 
rheumatic sore throat with redness of the struc- 
tures: was chronically constipated and flatu- 
lent. The chief complaint was physical and 
mental fatigue, depression and, at times. mel- 
ancholia. The patient was normally ambi- 
tious, energetic, and had always lead a uni- 
form and even abstemious life. About three 
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months ago a trained nurse looked into his 
throat and told the patient his tonsils did not 
look right. Acting upon this suggestion he 
consulted me and I informed him his tonsils 
were chronically infected. He could not be- 
lieve it for he had never had an attack of ton- 
sillitis, nor acute sore throat. However, the 
tonsils were removed and pus was found in 
them. Today the patient informs me he never 
felt as well in years, the stiffness and pain in 
the joints have all disappeared, he looks better, 
has gained in weight, the depression has given 
way to real optimism and a desire to go at 
things. This case is cited because I believe it 
is typical of a large number of people who 
walk our streets daily, carrying this heavy 
burden of mind and body as a tax to one 
or more foci of chronic infection. 


5 South Adams Street. 


EVERSION FRACTURES OF THE ANKLE 
JOINT. 


By JAS. W. GIBBON, B. S. M. D., Charlotte, N. C. 


The commonest type of fracture involving 
the ankle joint is the eversion, or so-called 
Pott’s fracture. It is equally the most serious 
injury to the lower limbs, and one demand- 
ing the most precise principles of diagnosis, 
reduction and after-care if the very disastrous 
and crippling end-results that invariably fol- 
low these fractures when neglected are to be 
avoided. There seems to have always been some 
confusion concerning the terminology and, pos- 
sibly, in the classification of these fractures 
about the ankle joint. There has been a ten- 
dency to call all fractures in this region 
Pott’s fractures, and this, strictly speaking 
and if we are to judge by the original descrip- 
tion, is not correct. 

It was in 1756 that Sir Percival Pott de- 
scribed the type of injury which came to bear 
his name. This same gentleman, having him- 
self sustained the injury by a fall, gives his 
description from a very intimate knowledge 
and association. The lesions cited are a frac- 
ture of the fibula one to three inches above 
the tip of the internal malleolus, posterior 
luxation of the astragalus, and an extreme ever- 
sion of the foot. In reality then, a typical 
Pott’s fracture is a dislocation fracture. Only 
a little experience with fractures about the 
ankle is enough to convince one of the great 
variety of forms they may assume. These vary 
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from the comparatively simple fractures of 
the lower end of the fibula and the internal 
malleolus without any visible eversion and no 
luxation, to the very serious injuries with not 
only fractures of the end of the fibula and the 
internal malleolus but with posterior luxation 
of the astragalus, marked valgus deformity, 
rupture of the tibio-fibula ligament, and great 
widening of the join. Still further in some of 
these more severe injuries there may be a longi- 
tudinal splitting off of the lower posterior end 
of the tibia which produces a deformity with 
great tendency to recur. Between these ex- 
tremes there may also be a large number of 
different forms. Pott’s fracture has been gen- 
erally applied to any or all of these. 

French surgeons apply the name of Dupuy- 
tren to the common as weil as the unusual of 
these ankle fractures. The primary idea of 
Dupuytren was an upward displacement of 
the foot and shortening of the limb, the result 


of forcing apart the tibio-fibula articulation 


by the impaction of the astragalus between. 

In the luxations about the ankle, Sir Astley 
Cooper spoke of the tibia as the bone dislo- 
cated from the astragalus and foot. 

Now from these confusing and various in- 
juries there seems to be the same mechanical 
principle at work in the production of any 
one of the types of deformity; and the wide 
variety in the deformities is a question simply 
of continuation of the mechanical force act- 
ing, and all of these injuries are only different 
degrees of the same process. All, accordingly, 
may be included under the term Eversion 
Fractures, since, as we shall see, this principle 
is present in each one. Dr. Jno. B. Murphy 
said “the variety of these lesions and the 
amount of deformity depend on the degree of 
eversion and the degree of the force exerted.” 

Simply stated, the cause is a fall on the 
everted foot. There is then violent forcible 
eversion of the foot, the structures on the in- 
nerside of the ankle yielding with either lacera- 
tion of the internal-lateral ligament or, what 
is more frequent, fracture at the tip of the in- 
ternal malleolus; the astragalus loosened from 
its mortise is driven outward and fractures the 
fibula one to three inches from the tip. With 
continuation of the force, the astragalus is still 
further driven laterally until extreme valgus 
is produced, the tibio-fibula ligament is rup- 
tured and this articulation separated, thus 
widening the joint, and the astragalus may 
be impacted between the two bones. Such 
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tearing of the important ligamentous support 
about the joint greatly relaxes the articulation 
of the foot and it may drop back into a pos- 
terior position or be pulled back by the con- 
traction of the powerful muscles of the calf. 
Should there be a splitting off of the lower 
posterior end of the tibia, this backward luxa- 
tion is very much facilitated, and adds a very 
grave feature to the fracture. Therefore, with 
this mechanism of causation in view, it is not 
difficult to understand the variation in frac- 
tures about the ankle, and it is obvious that 
eversion is a principle underlying each. 

Lesions of the vessels and nerves of the foot 
and ankle are not apt to accompany these 
fractures. Rarely is there injury to the bones 
of the foot, though not infrequently the frac- 
ture is compound, a sharp spicule of bone at 
the site of the break in the internal malleolus 
projecting through the skin. 

The diagnosis is usually easy. In marked 
cases the foot is everted; if there is a pos- 
terior displacement, there is shortening of the 
dorsum of the foot and elongation of the heel 
backward. If the ankle is grapsed with one 
hand just above the joint while the other hand 
is placed beneath the sole with the thumb on 
one side of the foot and the fingers on the 
other, just below the respective malleoli, ab- 
normal lateral mobility may be quite distinctly 
recognized—the best single proof of ankle 
fracture. In the more simple cases without 
much external evidence of deformity, the three 
points of tenderness, which are rather char- 
acteristic, may be gotten; tenderness over the 
tip of the internal malleolus, over the lower 
end of the fibula, and over the tibio-fibula ar- 
ticulation. X-ray plates are of course con- 
clusive and essential. 

TreatMeNtT. Murphy said “failure to se- 
cure good result from treatment occurs more 
commonly in connection with Pott’s fracture 
than with any other type of fracture except a 
Colles’.” It is the opinion of Cotton that the 
usual causes of disability following fractures 
in this region are largely independent of the 
exact fracture lesions, but depend chiefly on 
two factors. First, is a deviation of the foot 
from the normal line of weight bearing, and 
this is present in all of these fractures to more 
or less extent. This line which normally passes 
down the center of the tibia should pass 
through the center of the astragalus, but, in 
eversion fractures of the ankle, it will be seen 
to fall to the inner side of this point. Second. 


disability is due to loss of motion in the joint 
itself, and is the effect of stiffening of the 
joint structures, of excessive callus, or more 
usually of muscle stiffening from long disuse. 
Uncorrected deviation of the foot from the nor- 
mal line of weight bearing ends in the most 
hopeless loss of function and distressing flat 
or pronated foot. Loss of joint motion be- 
comes a constant source of lameness. Any plan 
of treatment to succeed must be directed chiefly 
towards the elimination of these two great 
factors producing disability. The first essen- 
tial, therefore, in the treatment of these cases 
is a complete restoration of the normal lines 
of weight bearing, and this very obviously 
means early and proper reduction of the de- 
formity, which will have already been ascer- 
tained by careful examination of the part. 

In the method of reduction Murphy sug- 
gested “to follow in inverse order the move- 
ments in the production of the fracture.” 
Therefore, start with the luxation as it was the 
last step in the fracture. When the luxation is 
posterior, increase the deformity by extending 
the foot as far as possible to unlock the frag- 
ments. Next, apply downward traction on the 
extended foot, making a skid of the upper sur- 
face of the astragalus, so that when you flex 
the foot, still making traction, the tibia easily 
slides back into position, and you know the 
dislocation backward has been reduced when 
the foot can be acutely flexed on the leg. Coun- 
ter pressure in an antero-posterior clirection 
may be made over the lower end of the tibia 
during this procedure. To be more graphic. 
handle the foot just as if you were taking off 
the boot of another. If there is a lateral luxa- 
tion, with great eversion of the foot, and lacera- 
tion of the tibio-fibula ligament with widening 
of the joint, they are corrected by forced in- 
version of the foot. When there is a longitudi- 
nal fracture of the lower posterior end of the 
tibia—a splitting off of the whole back edge of 
the tibial articulating surface—so that there is 
no obstacle to the posterior displacement of the 
astragalus and tarsus, the deformity becomes 
one with extreme tendency to recur. and one 
which adds much more gravity to the treat- 
ment, as has already been mentioned. In these 
cases, it is sometimes necesary to overcome the 
pull of the calf muscles by tenotomy or length- 
ening of the tendo-Achilles in order to secure 
permanence of reduction, as pointed out by 
Dowd. 

Having reduced the deformity, whatever it 
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may be, by these methods, the re-position is 
maintained by the position in which the ex- 
tremity is dressed. Whatever method of dress- 
ing is used must fulfill two essentials. First, 
the foot mut be kept acutely fixed to a right 
angle with the leg, and second, the foot must 
be held in forced inversion. <An efficient and 
easily applicable form of fixation is the use 
of the fracture box. The foot is laid on a pil- 
low and placed in a fracture box with lateral 
pads, one against the foot below the externa! 
malleolus, and the other along the inner side 
of the leg two or three inches above the inter- 
nal malleolus. These pads keep up the inver- 
sion of the foot. Then the sides of the frac- 
ture box are brought up and fixed firm and 
held with straps. As a rule, the tendency to 
displacement is only slight and the re-position 
is maintained readily in this way, the chief ex- 
ception to this rule being in the class of cases 
mentioned, where there is an added injury to 
the posterior articular surface of the tibia. In 
some cases the use of a guttercast is possible, 
and entirely efficient, when the initial swelling 
is slight. It can be removed at will, allowing 
passive motion and massage, and then be re- 
applied. If the fracture box is used, at the 
end of a week a cast may be applied, and the 
putient allowed to get up in a wheel chair. 
The next factor in the treatment regards 
the preservation of the joint function by the 
prevention of stiffening of the joint structures 
and atrophy and shortening of the muscles 
by disuse. Very properly this is an extremely 
important phase in the treatment. It involves 
a principle which is pretty generally accepted 
in the treatment of Colles’ fracture, and yet, 
when it comes to the ankle joint, it is com- 
monly neglected. It has long been considered 
essential that passive and active motion and 
massage be applied to a Colles’ fracture at 
the earliest possible period following the in- 
jury in order to prevent the stiffened wrist 
and fingers so liable to follow these fractures. 
Though apparently without any reason, there 
has always been some hesitancy in applying 
the same principle to ankle fractures, and yet 
the method should be the same in both cases. 
To prevent, then, the loss of joint motion in 
the ankle, and the consequent impairment of 
function, the best rule to follow is not to al- 
low it to establish itself—the same that we fol- 
low in the care of Colles’ fractures. This is 
done by enough movement sufficiently early 
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to stop stiffening. Proper position is import- 
ant and some fixation is necessary, but not 
enough emphasis is placed on this early mo- 
tion. Three weeks from the time of injury, 
union is beginning and there is no tendency 
towards redisplacement, so we may then be- 
gin massage and gaurded motion. In the less 
severe cases this may be begun after the tenth 
day. In the beginning, active motion is less 
likely to do harm than passive and is to be 
preferred. The plaster, therefore, should be 
removed once or twice a day and motion and 
massage instituted in order to insure supple 
joints, and this plan should be carried out 
for the rest of the time that the patient is 
under treatment. In very severe cases, cases 
that do have a tendency to redisplacement, 
the surgeon may combat the displacement 
with his hands during the manipulations. 
Cotton believes the danger of delayed union, 
or non-union, very slight when these methods 
are followed, but, of course, the surgeon with 
an intimate knowledge of the type of frac- 
ture he is handling must be his own judge 
concerning how much to do. At all events, it 
is along these lines that we must oppose the 
tendency to stiffening and loss of joint func- 
tion in ankle fractures. Movement judiciously 
applied should be begun early and continued 
until discharge of the case. Massage of the 
soft parts to encourage active circulation of the 
blood is also important. Under this plan, lim- 
itation of motion tends to disappear, but if 
not begun until late, after fibrous changes 
have taken place, and the structures have be- 
come rigid, there is little prospect for them to 
lose their rigidity, and the disability becomes 
permanent. Stiffening is greater, of course, in 
the aged, though it occurs in children. How- 
ever, in the child this rigidness of the joint 
is very apt to disappear as time goes on, but 
in adults, when once established, inflexible 
joints following fractures are very prone to re- 
main unchangeable, and this rule becomes 
more iron-clad the older the patient. The 
Fracture Committee of the American Surgical 
Association, in an investigation of the results 
in the treatment of fractures in all parts of 
the country, discovered the influence of age 
on the functional result was of very startling 
significance. They found that 87% of children 
secure good functional result, while only 52% 
of adults obtain good function. 

At the end of the second week, the patient 
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may be given crutches in most cases, but weight 
bearing should be prohibited until the fourth 
or sixth week. Then either a foot plate should 
be worn for a time, or, what is probably bet- 
ter, the inner sides of the sole and heel of the 
shoe on the injured foot should be raised one- 
quarter of an inch and three-quarters of an 
inch, respectively, for it is to be remembered 
that the tendency to weakened arch and pro- 
nated foot is almost universal after this frac- 
ture. Mowell savs “you will get a very bad 
outcome as a final result from neglecting this 
after-treatment and care in a case that was al- 
most perfect when the cast was removed.” The 
purpose of this procedure is to throw the weight 
bearing-axis in the right direction, and by this 
is meant the direction to prevent any possibil- 
ity of an increase in the abduction or prona- 
tion of the foot. Traumatic flat foot is the 
thing to be feared as a late result of these 
fractures, and this is the method whereby we 
combat it. 

In regard to the operative treatment of ever- 
sion fractures of the ankle, little will be said 
because it seems to be the opinion of most men 
with large experiences that it is only indicated 
in compound cases, in old mal-united cases, and 
in certain of the more badly shattered cases. 
In the majority of the cases, care of the de- 
tails in the treatment outlined should and 
does give good results. Tenotomies. wiring 
and the use of screws are advocated by some 
surgeons, chiefly English, but cases requiring 
these must be the exception rather than the 
rule. 
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Pott’s Fracture of the Fibula, or Fracture-Dis- 
location at the Ankle. W. L. Estes, Amer. Jour. 
of Surg. vol. 35, May, 1921. 

Early and Complete Immobilization as a Factor 
in the Preservation of Joint Function in the Treat- 
ment of Fractures. H. Winnett Orr. Amer. Jour 
of Surg. vol. 35, May, 1921. 

Posterior Dislocation of the Astragalus in Lon- 
gitudinal Fractures of the Lower End of the Tibia 
Jas. W. Gibbon. Southern Med. and Surg. 7:83, 
July, 1921. 
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A CONSIDERATION OF THE VARIOUS 
CAUSES OF HYPERTENSION.* 


By F. C. RINKER, A. B., M. D., Norfolk, \ 


The patient with high blood pressure is al- 
ways with us and both the internist and the 
surgeon are constantly being confronted with 
the difficulties commonly met in the treatment 
of hypertension. It is well for us, from time 
to time, to look back. correlate data, reconsider 
results and discuss the various points relative 
to a given condition. 

The real cause, or causes of hypertension. 
have not as yet been fully explained, but there 
have been shrewd observations made by physi- 
cians, Which have made us familiar with cer- 
tuin groups of patients in whom high blood 
pressure is probable and with many external 
as well as internal factors which tend to pro- 
duce this condition, particularly in susceptible 
individuals. 

It is true that the constitutional make-up 
and environmental influences often favor the 
development of increase in arterial tension. It 
is also admitted that heredity is of particular 
importance in the production of hypertensive 
states. Thus, patients are frequently spoken 
of as being of the apoplectic type: short, fat. 
short-necked, and plethoric and of a worrying. 
morose disposition. But these individuals cer- 
tainly have some underlying factors as a causa- 
tive agent when they become truly hyperten- 
sive patients and, after all, the hypertension is 
only a symptom of some disease, chronic or 


*Read before the Seaboard Medical Association of Virgini 


and North Carolina, December, 1920. 
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acute, which differs in different cases. Authors 
speak of these underlying factors as being 
either vasomotor, neurotic, infectious, metabo- 
lic, or endocrine, in nature. 

In reviewing a series of cases of hyperten- 
sion studied by the author during 1920, the 
following report is represented : 

There were 67 cases representing symptoms 
relative to hypertension only as a cause. This 
series showed marked increase in either the sys- 
tolic blood pressure, or the pulse pressure, or 
hoth were increased in the same patient. The 
probable causative factors in these cases, aside 
from heredity and environment, were as fol- 
lows 


Age—Ranges from 40 to 78 years, 
Sev—Female 42 
Male 25 


(auses—(1) Arterio-sclerotic 10 
(4) Nephritis 
29 
(b) Cholecystitis... 4 
(d) Tonsillar 3 


Of the arteriosclerotic group, numbering 10, 
one was improved by the use of general meas- 
ures, six died of either cerebral hemorrhage or 
some terminal infection, and three are still 
living with little improvement in symptoms. 

The one case due to syphilis was restored to 
normal by anti-syphilitic treatment and his 
symptoms and pressure have remained normal 
for many months. 

The endocrine group. All females in the 
menopause state have experienced marked im- 
provement following the administration of the 
endocrine products along with the use of gen- 
eral hygiene, rest, diet, elimination, and regu- 
lation of habits. 


Those due to kidney disease. Two died, four 
not improved, five have improved somewhat, 
but none of the pressures have been reduced 
to any extent and all have to be watched ex- 
ceedingly carefully. 

Of the 29 cases due to infections, nineteen 
have improved to the extent of returning to 
normal active life and all of these nineteen re- 
port an increase in vigor and mental ability. 
Five have made considerable improvement and 
five remain unimproved up to the present. 


March, 


Discussion. 


In selecting this series of cases, the author 
has picked out those cases from his records, in 
which there was only one probable cause for 
the hypertension found. Also, all of the cases 
have been followed closely and all have sub- 
mitted to whatever treatment seemed necessary 
for relief of their high blood pressure. 

In the arteriosclerotic group, there were no 
definite causes found which might have caused 
the arterial changes and it is noted that relief 
in these cases was practically none at all. 

The one case of syphilis responded very 
rapidly to anti-syphilitic measures. The pres: 
sure in this case when first seen was systolic 
220, diastolic 100, giving a marked increase 
in pulse pressure of 110. There was marked 
weakness, severe constant headache, tachycar- 
dia, considerable dyspnoea, and nervous symp- 
toms were extreme. The renal functions and 
blood retention of nitrogenous products were 
within normal limits. Following treatment 
there was relief from all symptoms and the 
blood pressure was reduced to systolic 170, 
diastolic 120. The patient is 43 years of age 
and, for 8 months, has been attending to his 
business regularly and his systolic pressure has 
ranged from 148 to 170 with a pulse pressure of 
from 46 to 58. 


The endocrine group have all made consid- 
erable improvement, such improvement begin- 
ning in a few weeks following the taking of 
endocrine substances plus general measures. 

Those cases due to pathological conditions 
existing in the kidneys made little or no im- 
provement and the treatment of this group of 
hypertensive patients has been very unsatis- 
factory. 

The group of cases resulting from focalized 
infectious processes was the largest group of 
this series and, as a whole, the results of treat- 
ment have been quite satisfactory. It is the 
author’s belief that all cases presenting symp- 
toms and physical signs of hypertension should 
be thoroughly studied for the location of focal 
infections. Oral sepsis, infected tonsils and 
adenoids, para-nasal sinus disease, chronic 
appendicitis, chronic cholecystitis, prostatitis, 
and pelvic inflammatory disease should be 
looked for and, if located, should be treated 
surgically, whenever practicable. 

It is not my purpose to enter into a discus- 
sion of the treatment of hypertension but, in 
enumerating the most important causes of this 
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disease, I cannot refrain from urging that 
whenever possible the underlying factors in 
these cases should be considered more serious- 
ly than merely the relief of symptoms by gen- 
eral measures. 

Conclusions. 


1. The real cause or causes of hypertension 
have not yet been fully determined. 

2. There are many underlying factors 
which tend to bring on high blood pressure 
particularly in susceptible individuals. 

3. It is of importance from the standpoint 
of prognosis as well as therapy that we deter- 
mine whether the hypertension in a case is 
due to renal disease or not. 

4. The removal of foci of infection from 
hypertensive cases results in marked relief in 
many instances and it is the duty of the pro- 
fession to survey each case for hidden in- 
fectious processes. 

5. The endocrines should be carefully con- 
sidered in all cases of hypertension. 


THE PREVENTION OF HEART DISEASE.®* 
By W. A. PLECKER, M. D., Richmond, Va. 
State Registrar of Vital Statistics, 

In the past, public health workers were ac- 
customed to say that one-third of all deaths 
are due to preventable diseases and causes. 

Today, while the means of prevention in 
all cases are not fully known, it is believed 
that the number of absolutely non-preventable 
causes of death is so greatly reduced that old 
age alone is left as the only really positively 
legitimate cause of death. Even old age itself 
may be robbed of much of its terror by a cor- 
rect system of living begun in time, if coupled 
with freedom from inherited and acquired 
weakness. 

Of the diseases especially prevalent at and 
after middle life, heart disease is both the 
most frequent and the most readily prevent- 
ed. It is estimated that two per cent of the 
population of the United States suffer from 
serious heart disease, and that from one and a 
half to two per cent of the school children 
are so affected. 

Organic heart disease is now causing more 
deaths than tuberculosis. Under twenty-five 
years of age, heart disease is more fatal than 
typhoid fever, while between twenty-five and 


*Read before the Southside Virginia Medical Association, in 
Petersburg, December 20, 1921. 


thirty-four years it is as fatal as lobar pneu- 
monia. Between twenty-five and forty-four 
years, heart disease kills more frequently than 
Bright’s disease. After forty-five years, heart 
disease is the most frequent of all causes of 
death. Insurance companies have discovered 
by a study of groups of insured lives that 
those suffering with organic heart disease 
have a death-rate of from fifty to one hundred 
per cent greater than the normal mortality 
for their ages. 

While heart disease is of equal importance 
with tuberculosis, and as surely though not 
as directly prevented, it has up to this time 
received but scant attention except from the 
standpoint of diagnosis and treatment. For- 
tunately, however, though this purpose has 
not been in mind, the means used to prevent 
infectious diseases, and to discover and treat 
defective teeth, adenoids and diseased tonsils 
in school children are the most successful 
methods of preventing inflammatory rheuma- 
tism, and resulting heart disease. 

In 1913 there were in Virginia 2,433 deaths 
from heart disease and 2,931 from all forms 
of circulatory diseases. These figures increased 
steadily until in 1918 there were 3,047 deaths 
from heart disease and 3,660 from all diseases 
of the circulatory system. If apoplexy is 
added to the latter figures, with its 1,790 
deaths, the total deaths in 1918 from diseases 
affecting the circulation were 5,430 which is 
far in excess of all other groups except the 
diseases peculiar to early infancy. 

The colored death rate from heart disease 
in Virginia during the five-year period from 
1913 to 1917 was 161.3 per 100,000 population 
as against a white rate of 104.5, being an excess 
of fifty-four per cent. 

There was a falling off in deaths from heart 
disease for 1919 of 470 as compared with 1918, 
and 481 less than in 1917. This would seem 
to indicate that the propaganda against dis- 
eased teeth and tonsils of school children, to- 
gether with the lowering of the death-rate 
from typhoid and other infectious diseases is 
beginning to show in the lessening number of 
deaths from heart disease. It is not safe, how- 
ever, to draw conclusions from the figures for 
one year. 

Old age is measured not in terms of years, 
but by the condition of the heart and arterial 
system. All measures, therefore, which pre- 
vent and postpone the breaking down of the 
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circulatory system hold back the advent of 
old age, and add years to the period of use- 
fulness of the individual. 

The causes of damage to the heart and ar- 
teries may be placed in three general groups: 

1. Infectious ciseases. 

2. Poisonings and intoxication of various 
forms. 

3. Incorrect habits of living. 

Of these, infectious diseases, including 
syphilis, are perhaps of greatest importance. 
The germs of these diseases may act directly 
upon the heart structures, or may do it, es- 
pecially in early life, in connection with in- 
flammatory rheumatism, which is now gener- 
ally believed to be due to local infection origi- 
nating in defective teeth, tonsils, adenoids, 
gonorrhoea, the auditory and nasal structures, 
etc. This focus should be carefully located 
and removed with the first attack of rheuma- 
tism, as these attacks are liable to recur, en- 
dangering the heart or increasing any damage 
that may have been previously incurred. 

Modern methods of diagnosing and treat- 
ing obscure syphilitic infection render it pos- 
sible to discover and remove this condition, 
when without a Wassermann test its presence 
may not have been positively determined. 

The term “growing pains” so prevalent 
amongst the laity should be discarded. Such 
pains should be recognized as early rheumatic 
infection, and receive prompt and vigorous 
treatment by salicylates, and by removal of 
the cause, likely to be found in diseased ton- 
sils and teeth. 

Many adults lead sedentary lives, getting 
little or no out-of-door exercise. They eat 
freely of meat which taxes the kidneys and 
provokes early circulatory changes. These 
should eat sparingly of meat and use milk 
freely as a nitrogenous food. They should be 
encouraged to induge in out-of-door life and 
sports: Gardening in the morning and even- 
ing affords an agreeable and useful method of 
securing the exercise and change needed by 
men who toil at in-door occupations, while 
flower growing serves the same purpose for 
their wives. Golf and other not too violent 
sports, or various forms of nature study in 
the fields and forests, break the monotony and 
give the needed exercise in the open. These 
all tend to improve the appetite and digestion, 
cause the more free drinking of water, and re- 
sulting elimination by kidneys and skin. Hik- 
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ing is far superior to joy-riding, and may well 
be indulged in not only by boy and girl scouts 
but by their parents also. 

An all sedentary life, over-indulgence in 
food, particularly of meat, the excessive use of 
coffee, tea and tobacco, with short hours of 
sleep in poorly ventilated rooms, coupled per- 
haps with business and other form of worry, 
ull tend to prevent free elimination, and clog 
the system with various poisons which induce 
or increase circulatory changes. 

During the winter months, the short hours 
of daylight and unfavorable weather condi- 
tions increase the natural tendency to seden- 
tary habits. The results are shown in a study 
of 3,314 cases of acute and subacute rheu- 
matism gathered from the records of four of 
the New York hospitals. These records show 
that the greatest number of cases occur during 
February, March, April and May. The popu- 
lar idea that people are run-down in the spring 
months is based upon correct observation. 
fven in winter we may walk to and from our 
offices, and discover other methods of getting 
exercise in the open. The wood-pile, saw and 
ax make an excellent combination for this 
purpose. 

From one and a half to two per cent. of 
school children will be found upon carefu! 
examination of the bared chest to have cardiac 
defects. The teeth, tonsils and adenoids of 
these should, of course, receive appropriate 
attention and, in many rural localities, hook- 
worms are still further reducing their vitality. 
A special regime should be planned for sucl 
pupils by the family physician. The teacher 
and child should be instructed to arrange so as 
to avoid all excessive exertion and excitement. 
Such children may not safely engage in the 
usual rough games and may even enter and 
leave the room alone rather than in a push. 
Some of these should be temporarily taken 
from school and given a period of rest. 

A frequent error is to dismiss too quickly 
and without proper examination of the heart. 
children who are convalescent from infectious 
diseases, and rheuntatism, especially when the 
latter is a recurrent attack. Errors in the diet 
of children may retard nutrition and growth 
and lower bodily resistance to infection and 
diminish the recuperative powers. Bread and 
milk should constitute a large part of the 
diet of school children, and wholesome lunches 
should be provided for them, rather than such 
articles as pickles and candies which I have 
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seen a near-by grocer sell in, large quantities to 
school children, large pickles being dispensed 
from an open barrel at a cent each. 


OccUPATIONS. 


These vary from those who may safely carry 
on, their usual occupations, unless subjected 
to unusual strain, to those so seriously affected 
that they can scarcely move about, or may even 
he confined to their chairs, not being able to le 
down without discomfort. The majority, how- 
ever, lie between these extremes, each patient 
constituting a separate problem, the amount of 
effort that each may expend depending upon 
the effect. 

It is a safe rule that the occupation should 
require less effort than the individual feels 
able to put forth. 

Absolute idleness is desirable only in ad- 
vanced cases. 

Emotional strains may be harmful and 
should be avoided, though less injurious than 
physical. 

Women may usually perform their house- 
hold duties, especially if washing and a few 
other hard tasks are not attempted. 

We should remember that increasing symp- 
toms are more likely due to the continuing 
source of infection, than to over-strain of -a 
slightly affected heart. 


SUMMARY. 


1. Heart disease after middle life is the 
most frequent cause of death. 

2. While less frequent in childhood, nearly 
two per cent. of school children are affected 
with heart disease in varying degrees of se- 
verity. 

3. The most frequent causes of heart dis- 
vase are the infectious diseases which may act 
directly upon the heart structure, but more fre- 
quently by producing rheumatism which is 
specially prone to affect the heart. 

4. It is, therefore, a matter of special im- 
portance to discover and cure diseases of the 
teeth and tonsils. which are the most frequent 
causes of rheumatism, and to protect children 
from all infectious diseases. 

5. All persons should endeavor to keep them- 
selves in good physical condition by out-of- 
(oor exercise, sleeping with open windows, 
and by removing promptly any focal infection 
that may exist in teeth, tonsils, adenoids, ap- 
pendix, gonorrhoea, ears, nose and surround- 
ing structures. 


6. Children as well as adults should avoid 
meat in excess, and should make milk an im- 
portant article of diet, the food as a whole 
being wholesome and non-stimulating. 

7. Tea, coffe, alcohol, and tobacco in ex- 
cess, should be avoided. 

8. The public should learn the importance 
of periodical examinations even though ap- 
parently well. 

9. Incipient heart disease should be treated 
ly removal of the cause, by sufficient rest to 
give nature an opportunity to restore the dam- 
aged organ, and by regulating the mode of life 
to meet the needs. 

10. As a rule, patients with due care may 
continue their ordinary occupations, if not 
under strain, and emotional storms are avoid- 
ed. 


Correspondence 


Tuberculin Testing of Diary Cows 
Norfolk, Va.. 
February 21, 1922. 
To Eprror: 

While I am very reluctant to continue the 
controversy relative to the installation of the 
tuberculin tests for dairy herds and dairy and 
milk inspection and supervision in Norfolk, I 
feel that I cannot let the matter drop when 
the accuracy and authenticity of my _ state- 
ments are called into question. 

On March 12, 1901, the Councils of the City 
of Norfolk passed and put into operation, as 
soon as the force could be organized, laws re- 
quiring all dairy herds from which milk was 
drawn to be sold in Norfolk to be tuberculin 
tested. This ordinance also provided for the 
employment of a dairy and milk inspector 
and regulated the sanitary conditions of dairies 
and the milk supply generally. Mr. Cromwell 
was appointed Dairy and Milk Inspector in 
June, 1901. He was succeeded in 1902 by Mr. 
Louis Harman, who is still with the Depart- 
ment of Health. 

These ordinances are published in the Nor- 
roLK Crry Cope, edition of 1902, pages 182, 183, 
184 and 185, and can be seen-by any person 
interested who will take the trouble to read 
them: 

Section 338, page 182—Caption, “Sale of 
Certain Kinds of Milk Prohibited.” 
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Section 339, page 182— 
stitutes Pure Milk.” 

Section 340, page 182—Caption, “Milk In- 
spector; How Appointed; His Duties; to Give 
Bond,” etc. 

Section 341, page 183—Caption, “Refusal or 
Neglect by Inspector to Send and Deliver Por- 
tions of Samples of Milk Taken for Analysis,” 
etc. ° 
Section 342, page 183—Caption, “Milk In- 
spector to Frequently and at Irregular Inter- 
vals Make Inspections of all Dairies; How 
Often Made; Analysis to be Recorded,” etc. 

Section 343, page 183—Caption, “Inspector 
to Report all Violations of Milk Ordinances to 
Board of Health.” 

Section 344, page 183—Caption, “Sellers of 
Milk to be Registered in Books of Inspector,” 
etc. 

Section 345, page 184—Caption, “Insanitary 
Conditions of Dairies, Stables,” etc. 

Section 346, page 184—Caption, “Inspector 
May Prohibit Sale of Certain Kinds of Milk.” 

Section 347, page 184—Caption, “Board of 
Health Shall Prohibit and Prevent Sale of 
Such Milk Until Unsanitary Conditions Are 
Remedied.” 

Section 348, page 185—Caption, “Inspection 
of Cows Outside the City.” 

Section 349, page 185—Caption, “Cows to be 
Tested for Tuberculosis Duty of Owner.” 

Section 350, page 185—Caption, “Penalties,” 
etc. 

You will observe from the captions that this 
ordinance was a fairly complete and compre- 
hensive one for 1901. 

I reiterate that Norfolk passed a very good 
ordinance controlling the milk supply and 
providing by law for the tuberculin tests on 
March 12, 1901. 

Pownatan S. Scuencx, M. D., 
Health Commissioner. 


Caption, “What Con- 


“Man’s Inhumanity to Man.” 
Hopewell, Va., 
February 15, 1922. 
To rue Eprror: 

We read much about the scarcity of doctors 
in the country. That it is deplorable, we will 
all admit. Possibly there are reasons, though, 
why doctors stay in town. 

Last night was bitter cold—sleet, rain, wind 
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and all the other ingredients the weather man 
could concoct to make a poor doctor miserable 

My car went bad on me—short circuit, 
lights gone—so I put her up for the night and 
repaired to the Du Pont Club, where was to 
be had a glow of warmth and good fellowship. 
When the miserable disturber pealed its loud- 
est—a phone call—some one wanted a doctor 
at Cedar Level (midway between Hopewell 
and Petersburg). “You are not our regular 
Doctor; he is tied up in a case, but won’t you 
please come; the patient is very ill,” ete. ete. 

Yawning, and with a “Dear me!” I went 
to the garage, pulled the night man out of bed, 
had him repair my wires, put a gallon of alco- 
hol in the radiator, and, with the wind shie!: 
open, because it was impossible to see with it 
down, I wended my way to the one in distress. 
Arriving at the poor one’s house, I was greeted 
with “It’s too bad you had to make the trip. 
We finally located ‘Our Docror.’ ” 

WasI paid? No! 

Was I invited in the house to get warm? 
I Was Nor! J. C. Bonow, M. D. 


Miscellaneous 


Health. 

Governor Trinkle, in his inaugural address, 
on February first, said: 

“T feel that I should express to you my 
very strong interest in work for the conserva- 
tion of health and prevention of disease. In 
proportion as people are well and strong, we 
may expect them to be happy, productive, and 
progressive. 

“No tax upon the people is so oppressive and 
so unjustifiable as the tax that is levied by the 
preventable disease. We now know how most 
of the serious diseases are carried, and we 
know how to prevent their transmission. It 
is our bounden duty to utilize this knowledge. 

“Disclosures of examining boards, here and 
abroad, during the war were shocking to all 
right-thinking people. No one had imagined 
that such a large percentage of young men in 
our country and in other countries were unfit 
for military service. It is no justification for 
us to say that Virginia was not notably defi- 
cient—that our trouble was the trouble of all. 

“We cannot erase that record, but we can 
prevent its repetition. Health is largely a pur- 
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chasable commodity. We are not able to guar- 
antee additional years to any one individual. 
but we are able, if we afford a sufficiency of 
prevention, to guarantee a longer average life 
to the people of a community or a State. 

“As a concrete illustration, the record of 
the State Board of Health in reducing the num- 
ber of typhoid cases from more than 14.000 
in 1909 to less than 3,000 in 1920, and the 
number of deaths from more than 1,400 in the 
former years to 267 in the latter, is surely 
sufficiently illuminating. What has been done 
with typhoid and the other filth-borne diseases 
has measurably been done with other groups: 
and we may expect great results from the new- 
ly-instituted co-operative efforts of the health 
and school authorities with the children of 
Virginia. 

“In connection with health matters we can- 
not overlook the serious scarcity of doctors in 
our rural sections: and, unfortunately, this is 
a condition which may not be expected to rapid 
ly improve. It is, therefore, incumbent on our 
fellow citizens in the country to guard them- 
selves. Wherever possible there should be ac 
tive health organizations in counties, and I 
feel it a duty to urge upon all the people to 
heed the advice and obey the regulations of 
the State Board of Health. 

“So far as our finances will permit we 
should be liberal in our appropriations for 
public health. This is a sound, economic prin- 
ciple. Weak and sickly people cannot compete 
with strong and healthy ones. We should he 
willing to make economies in other lines 
rather than ignore this health work which. 
humanity and charity aside, offers to a State 
the most certain and largest dividends for 
the amounts invested.” 


THE PHYSICIAN. 
EDWARD DABNEY STARKE, M. D., Norfolk, \ 

own the village street he comes, 

\ kingly man is he. 
A\ vigil he has kept all through the night, 

Sut his heart is light and free. 
Like a warrior, grimly he fought with death 

And vanquished his foe with the dawn. 
So his heart is light, for the cares of the night, 

Hiave vanished with the coming of mori. 


The children gather around his path, 
And ciamor for his smile, 
For they know as only children can know, 
\ heart that is free from guile. 
In all the days of their innocent lives, 
He has shared their pleasure and pain. 
And they know, too, that his smile is true, 
And strive that smile to gain. 


He thinks as he sees that happy throng, 
Oi his anxious watch last night. 

And knows that one little form would be still, 
Had he given up that fight. 

What need then has he for rest. 
He has fought a good battle and won. 

So he goes his way t6 the work of the day, . 
To toil till the day is done. 


His step is firm, his eyes are true, 
His hair like a silvery light, 
tlis voice is gentle and soit and low. 
His hands are slender and white. 
But those hands can grasp with a giant’s strength, 
And the kindly eyes grow cold. 
And the voice, so low, and gentle and slow, 
In the cause of right grows bold. 


Sometimes I’ve watched those kindly eyes, 
Blue as the midday sky. 

And the happy light in them would fade, 
The joy in them would die. 

\s some memory sad comes over him, 
Like a ghost of by-gone years. 

That he cannot still, try as he will. 
Nor stay the falling tears. 


No honors come to this goodly man, 
Though honor is his by right. 

He toils all the day in his labor of love, 
To win or lose in the fight, 

lo friend or foe wherever he is called, 
He hurries through storm or rain. 

To the mean, the low and the pitiful po 
With never a thought of gain. 


So methinks when his work is ended, 
And he crosses the Stygean sea. 

He will be met by the Great Physician, 
Who toiled in Gallilee, 

And there his reward will be given him, 
And the Master will say, “Well done,” 
\nd that vast throng, in a mighty song, 
Will sing .“Take the rest thou has won.” 

210 Taylor Building. 


Proceedings of Societies 


Medical Examining Board of Virginia. 


At the semi-annual meeting of the board 
held in Richmond, December 13-16, 1921, the 
following were granted certificates to practice 
in this State :— 

Dr. Reuben Allen Barker, New York, N. Y. 
Dr. James Truan Campbell, Bristol, Tenn. 
Dr. Joseph A. Carney, Salt Petre Cave, Va. 
Dr. William B. Carr, Warrenton, Va. 

Dr. B. Noland Carter, Baltimore, Md. 

Dr. A. L. Christian, Philadelphia, Pa. 

Dr. C. O. Foree, Pochontas, Va. 

Dr. Ray F. Guynn, Washington, D. C. 

Dr. James Humbert, Portsmouth, Va. 

Dr. Henry J. Langston, Richmond, Va. 
Dr. J. S. Lawrence, Norfolk, Va. 


ch, 
an 
ut, 
nd 
to 
ip. : 
d- 
tor 
ell 
lar 
ou 
ont 
ed, 
CO- 
al 
it 
SS. = 
ed 
ip. 
| Yr. 
ny 
nil 
he 
st : 
we 
It 
re, 
nll : 
ed 
In 
fit 
or 


Dr. William K. Lloyd, Norfolk, Va. 

Dr. Basil Makarounis, Fall River, Mass. 
Dr. William Meyer, Enfield, N. C. 

Dr. L. W. Newland, Dante, Va. 

Dr.-Paul Robertson, Blackstone, Va. 

Dr. J. A. Shackelford, Martinsville, Va. 
Dr. Ellis Arthur Stephens, Boston, Mass. 
Dr. Gordon S$. Stone, Norfolk, Va. 

Dr. Grover C. Sumpter, Hoop, Tenn. 

Dr. L. E. Sutton, Boston, Mass. 

Dr. Henry Gray Turner, Petersburg. Va. 
Dr. James Edwin Wood, Boston, Mass. 

Four of these applicants, Drs. Barker, Car- 
ter, Lawrence and Wood, were graduates of 
the University of Virginia and three, Drs. 
Langston, Meyer and Robertson, of the Medi- 
cal College of Virginia. 


The Tri-State Medical Association of the Car- 
clinas and Virginia 

Held its twenty-fourth annual meeting in 
Norfolk, February 22 and 23, with a large 
number of the members present and a good 
time was enjoyed by those who attended. The 
president, Dr. W. W. Fennell, Rock Hill. 
S. C., was unable to attend owing to the fact 
that he was suffering from an attack of in- 
fluenza and, in his absence, Dr. H. R. Black. 
the South Carolina vice-president, presided. 

High Point, N. C., was selected as the place 
of meeting for the 1923 meeting. Dr. S. S. 
Gale, Roanoke, Va., was elected president; Dr. 
James K. Hall, Richmond, was re-elected sec- 
retary-treasurer; and Drs. W. E. Driver, Nor- 
folk, Va., R. B. Epting, Greenwood, S. C.. 
and I. P. Battle, Rocky Mount, N. C., vice- 
presidents. 

New members of the Executive Council are 
Drs. F. C. Rinker, Norfolk; J. W. Long, 
Greensboro, N. C., and George H. Bunch, 
Columbia, 8. C. The members who hold over 
are Drs. J. T. McKinney, Roanoke, Va., Chas. 
O’H. Laughinghouse, Greenville, N. C., and 
D. L. Smith, Spartanburg, S. C., for two years: 
and Drs. W. L. Peple, Richmond, J. P. 
Matheson, Charlotte, N. C.. and Chas. A. 
Mobley, Orangeburg, S. C., for one year. 


Alleghany County Medical Society. 

This Society now has a membership of 
twenty-one and holds meetings the first Friday 
of each month, alternating the place of meet- 
ing between Clifton Forge and Covington. 
The following are the newly elected officers: 
President, Dr. B. B. MeCutchan, Clifton 
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Forge; vice-presieent, Dr. J. A. Riffe, Coving- 
ton; secretary, Dr. Wm. P. Gilmer, Clifton 
Forge; treasurer, Dr. W. M. Revercomb, Clif- 
ton Forge. 


Pittsylvania County Medical Society. 

Dr. C. L. Bailey, Danville, Va., has been 
elected president and Dr. J. J. Neal, also of 
Danville, secretary of the Pittsylvania County, 
Va., Medical Society. 


The Truth About Medicine 


During January the following articles have been 
accepted by the Council on Pharmacy and Chemis- 
try for inclusion in New and Non-Official Remedies: 

The Abbott Laboratories: 

Butyn 
G. W. Carnrick Co.: 
Solution Post-Pituitary 
Parke, Davis and Co.: 
Pituitrin “O” 


Book Announcements 


Consumption Cures, Cough Remedies, etc. 1° 4 
pages. Pamphlet form. Price 30 cents. 


Alcohol, Tobacco and Drug Habit Cures. 31 pages. 
Pamphlet form. Price, 15 cents. Prepared and is- 
sued by the PROPAGANDA DEPARTMENT of 
the Journal of the American Medical Associa- 
tion. Chicago. 1922. 

Abdominal Pain. By PROF. DR. NORBERT ORT- 
NER, Chief of the Sccond Medica! Clinic at 
University of Vienna. Authorized translation by 
WILLIAM A. BRAMS, M. D., Formerly Lieuten- 
ant Commander, Medical Corps, U. S. N., and 
Dk. ALFRED P. LUGER, First Assistant, Second 
Medical Clinic, University of Vienna. New York. 
362 pages. Cloth. $5, C. O. D. or cash with 
order. 


Lethargic Encephalitis, 

Or “sleeping sickness,” was given as the 
sause of 1,505 deaths in the death registration 
area of the United States in 1920. Deaths 
from this cause were reported in every state 
in the registration area except Delaware; the 
largest number of deaths from this disease 
was reported from New York. There were 
1.453 deaths among the white population, as 
compared with only 52 among the colored. 
The number of males and females was nearly 
the same. More of these deaths occurred be- 


tween 20 and 29 years of age, though no age 
group escaped entirely. 
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Editorial — 


Sunshine and Cod Liver Oil in Rickets. 

Sunshine and cod liver oil as a cure of rick- 
ets has been experimentally pointed out by a 
series of studies by Power and Park Shiply and 
others.* 


Considerable noteworthy study has been giv- 
en rickets within the last year and the pubiiea- 
tions on this subject must not fail to sabe in- 
terest in the minds of the pediatrist and the in- 
ternist. In fact, the experiments, while ap- 
plied to rickets. extend far beyend this disease. 
Cod liver oil contains and sunlight embodies 
something which is essential for opti-cellular 
function, say these authors. “Light, like air. is 
uhsorbed and in some way influences cellular 
function.” The pigmentation of the negro 
baby excluding the light, as well as their poor 
food supply, may explain the frequent occur. 
rence of rickets in colored children. While one 
group of students leans to the dietary factor in 
cod liver oil as a curative agent in rickets, an- 
other group champions the opinion that sun 
light is equally necessary. 

The summary of the experiments is as fol- 
lows: 

1. The object of the experiment was to de- 
termine whether or not sunlight prevents the 
development of rickets in rats. 

2. A diet was employed which at room light 
regularly gives rise to a disease in its essen- 
tial features identical with rickets as seen in 


"J. A. M. A., Jan., 21, 1922, p. 1593. . 


human beings. The diet was high in calcium, 
low in phosphorus, and was insufficiently sup- 
plied with fat soluble A. In other respects it 
was well constituted. 

3. Eighteen rats were placed on the diet. 
Twelve were exposed to sunlight for a total of 
242 hours over a period of sixty-two days. Six 
were kept under conditions of ordinary room 
light as control animals. 

The control rats, killed with ether at the 
end of sixty days, all showed rickets. 

The rats exposed to sunlight, killed coin- 
cidently, remained without exception entirely 
free of rickets. The absence of the lesions of 
rickets was conSrmed by histologic examina- 
tion. 

The beneficial effects of the sun’s rays were 
not limited to the skeleton, since the con- 
dition of the animals underwent a general im- 
provement under the influence of the treatment 
with sunlight. The effect of the sunlight on 
the skeleton was a manifestation of its favor- 
able effect on a single tissue. 

The exposure to the sun’s rays, however, 
did not entirely compensate for the defect of 
the diet. The animals remained undersized: 
the bones, though completely calcified, re- 
mainéd thin. Though the sunlight did not 
alter the defects in the diet, it permitted the 
animals to thrive to a limited extent in the 
presence of them. 

8. It is necessary to conclude, therefore, that 
sunlight in some way raises the efficiency of 
the body cells. It enables the organism to 
put into operation regulatory mechanism which 
otherwise wovld have been inoperative or in- 
effectual. 

The effect of sunlight and of cod liver oil 
on the growth and calcification of the skeleton 
and on the animal as a whole seems to be simi- 
lar. if not identical. 


Arsenic. 

Arsenic has played a unique role in human 
affairs. The poison and criminal use of it in 
‘arlier times is a chapter filled with suicide 
and crime; owing to its tastelessness and free- 
dom of odor, it was employed as a favorite 
agent in the gruesome art of “slow poinoning.” 
In fact and fiction, by one member of the 
family for the purpose of slow poisoning an- 
other member, it has been employed. Acute 
poisoning, however, is so signalized by violent 
symptoms that its detection is more or less 
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easily recognized. On this account, its crimi- 
nal use, for quick results, has been less. The 
slow elimination of arsenic from the body, 
when taken in minute amounts over a long 
period of time, makes its use in the manufac- 
ture of fabrics and food preservatives a seri- 
ous consideration. For instance, in the case 
of a manfacturer of candy who used six parts 
of arsenic to a million parts of candy, in the 
color scheme, it was thought to be deleterious 
and harmful. On the other hand a striking 
tolerance may be cited for arsenic in the case 
of the Tyrol-arsenic-eaters. 

It is not of the use of arsenic in the arts and 
foods, but of its employment as a me.iicinal 
agent that our interest in this drug is greatest. 
It has been shown that the administration of 
arsenic in small doses to young animals tends 
to increase the growth; the bones appear to be 
larger and thicker than those of controls; these 
observations were substantiated by some ob- 
servers. 

SALVARSAN, 


Ehrlich’s study of the action of organic com- 
pounds of arsenic in syphilis was an epochal 
event in medicine. The evolution of “606” was 
accomplished in an investigation conducted for 
the purpose of securing a trypanocidal drug, 
free from toxic action to the patient. At first, 
its specific action was thought to be immediate 
and complete; one dose was deemed sufficient : 
a single injection appeared to produce «<lramua- 
tic healing effects in certain phases of syphilis. 
-It was extolled; it was declared capable of pro- 
ducing a complete cure. Salvarsan, however. 
through the years of its use, has established 
itself in the armamentarium as a drug of defi- 
nite value; in properly repeated administra- 
tion, and combined with mercury, it has proved 
effective in syphilis. 


Fow.er’s Soiurion. 


“Towards the end of the 18th century a se- 
cret patent specific against ague was popular 
in Berlin, and these ‘tasteless ague and fever 
drops’ came in vogue in this country and Eng- 
land and were occasionally used from 1786 to 
1783 at the General Infirmary of the county of 
Stafford, where Fowler was physician and a 
Mr. Hughes. the apothecary. In October, 1783. 
Hughes told Fowler that he had found that 
the active constituent of this secret remedy was 
arsenic, and that he had made a solution of 
arsenic to take its place: this substitute was 


tested and compared with regard to its effect 
on patients. Fowler published a pamphlet of 
123 pages: Medical Reports of the Effects of 


Arsenic in the Cure of Ague, Remitting Fever, 


and Periodic Headaches. Fowler gave ful! 
credit to Hughes for his investigations. 
“Fowler was born in 1736 at York where 


- from 1760 to 1774 he kept a chemist’s shop: 


he then went to Edinburgh and took his M. D 
(legree and settled down to practice in Staf- 
ford.” (The British Medical Journal, January 
21, 1922.)* 

Solution of potassium arsenite (U.S. P.) is 
known as Fowler's Solution. It contains one 
per cent of arsenic trioxid. It has a charae- 
teristic odor and taste from the addition ot 
compound tincture of lavender. 


*Pharmacology of Useful Drugs, A. M. A. page 335. 


Surface Pain in Cardiac Disease. 

Tension in the auricles may produce pail 
on the surface over the areas supplied by 
sixth and seventh thoracic and adjacent seg- 
ment; while disease of the aorta and ventri- 
cles may produce pain higher up the chest i: 
the areas of the third and fourth cervica! 
nerves. Head’s* explanation of this remark 
able phenomenon is found in the embryologi- 
cal development of the heart. He says: “Evi- 
dently its apparent visceral innervation is up- 
side down in relation to the present position 
of the adult organ. At one stage of its cle- 
velopment, the heart consisted of a single tub- 
ular vessel, the hinder end of which was con- 
tinuous with the great veins. which the ante- 
rior end bifurcated into two primitive aortae. 
At this time the heart lay in the middle line 
and clearly showed a division into three cham 
bers: the hindermost of those becomes the aur- 
icle. the middle portion the ventricle. the most 
headward the bulbous aortae and alternately 
the ascending arch of the aorta. This tube 
then becomes bent upon itself so that the hind- 
ermost or auricle portion comes in the adult 
to lie higher than the middle or ventricular 
portion. Apparent impulses from the heart 
enter segments of the central nervous system. 
just as if the auricles were still the hindmost 
portion of the heart and as if it was a median 
organ. Moreover, the segments affected jump 
from the fourth cervical to the frst and second 
thoracic, omitting the upper limb which has 


*Certain, Asnects of Pain. H. Head: Bristish Medical Journa 
Jan. 7th, 1922, page 
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budded out at a later stage of development.” 
Severe mitral stenosis which is characterized 
by an abnormal intra-auricular pressure, shows 
frequently surface pain or tenderness over 
areas of the distribution of sixth and seventh 
thoracic nerves. This comes about through the 
abnormal tension and pressure within the auri- 
cles which excites segments of the spinal cord 
to painful impulses. 


News Notes 


Leprosy in the United States 


Surgeon General Cumming, of the U. 5. 
Public Health Service, states that leprosy, 
though comparatively rare in continental 
United States, is still a public health problem 
of much greater seriousness than seems to be 
popularly supposed. Its virulence waxes and 
wanes in accordance with laws that we do not 
understand; and our present comparative im- 
munity does not lessen the necessity for being 
on guard. 

In 1786 leprous beggars were so common 1n 
New Orleans that they had to be segregated in 
a leprosarium. In 1864 three per cent. of the 
population of the Hawaiian Islands were lep- 
ers. In 1890 California had to establish a 
leprosarium, and Louisiana and finally, Massa- 
chusetts followed suit. According to the best 
estimate obtainable, there are now from 500 to 
1,500 lepers in this country, a number of whom 
are known to have acquired the disease in the 
Phillippines. Foci of the disease exist in the 
United States on the Pacific coast, in the 
Northwest, in the Gulf States, and along the 
Atlantic seaboard. 

It was not until 1889 that the 1 
ment took its first steps to prevent lepers from 
coming to this country: and the preventive 
laws are now sufficiently explicit. Neverthe- 
less, the long period during which the disease 
incubates before declaring itself makes it very 
dificult to shut out all potential lepers. To 
meet this difficulty the law provides that. for 
three years after admission, any alien leper 
may be deported if the cause of the <lisease 
existed before he came to the United States. 

In February. 1917, Congress provided for 
a national home for lepers to be administered 
by the Pubic Health Service; but so strongly 
did the various States object to the founding 


S. Govern- 


of such an asylum within their borders that it 
was not until four years later that the Service 
was able to carry out the provisions of the act 
by acquiring the State leper home in Louisi- 
ana. Part of this home has been remodled: 
and work on the remaining necessary altera- 
tions and additions is proceeding. 

A mode of treament involving the use of 
chaulmoogra oil, which for 200 years has been 
reputed to be beneficial for leprosy, now holds 
out a ray of hope to lepers. The oil itself is 
absorbed slowly and is apt to cause painful 
abscesses; but the hypodermic injection of its 
ethyl esters, devised by Dean, has supplied a 
way by which it may be used without undue 
suffering. Since 1912 a total of 183 patients 
have been paroled from the Kalihi Investigat- 
ing Station of the Public Health Service in 
Hawaii as being apparently cured. Of these 
who have received the chaulmoogra oil dervi- 
atives only twelve (eight per cent.) have re- 
turned for further treatment. While it is too 
early to say that specific cure for the disease 
nas been found, it is certain that the ethyl] es- 
ters constitute a most valuable agent in the 
treatment of leprosy, especially for young per- 
sons and those in the early stages of the disease : 
in older persons and advanced cases the indica 
tions are less promising. 


The Virginia Society of Oto-Laryngology 
and Ophthalmology. 


Will hold its second annual spring meeting 
in Roanoke, April 18. Though young, this 
Society is in a flourishing condition and has 
a membership of over half of the Virginia 
physicians in these specialties. A large num- 
ber of the members are planning to attend. 
Dr. Harry Stone, Roanoke, is chairman of the 
local committee of arrangements and the visit- 
This Society 
meets twice a year—in the various cities of 
the State in the spring and at the time and 
place of meeting of the Medical Society of 
Virginia in the fall. 

The subject for general discussion at this 
meeting is Corneal Uleer, and this will be 
handled by Drs. Morrison, of Lynchburg, 
Hedges. of Charlottesville, and Hill, of Rich- 
mond. Several distinguished men from a dis- 
tance have been invited and some have ac- 
cepted and promised to take part in the pro- 
gram. ‘Titles of several papers are already in 
hand. 

Present officers of this Society are Dr. Wil- 


ors are assured of a good time. 
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liam F. Mercer, Richmond, president; Dr. E. 
G. Gill, Roanoke, vice-president; Dr. J. R. 
Gorman, Lynchburg, secretary-treasurer, and 
Drs. John Dunn, Richmond; James Morrison, 
Lynchburg, and R. F. Compton, Charlottes- 
ville, members of executive council. 


The International Society of Medical Hy- 

drology 

Has recently been formed in London, with 
a preliminary membership of seventy-one 
medical men representing thirteen countries. 
A representative in each country was ap- 
pointed, the aim being to establish an inter- 
national journal to contain the clincal and ex- 


’ perimental work of each country, bearing on 


the medical action and uses of baths. Dr. 
R. Fortescue Fox, of London, was elected 
president. Dr. Guy Hinsdale, of Hot Springs, 
Virginia, was.appointed representative for the 
United States of America. 

Medical hydrology, or hydrotherapy as we 
are accustomed to call it in America, has not 
been very well co-ordinated and given the 
prominence it deserves in medical practice. 
The late Dr. Simon Baruch more than any- 
one else in America was the ardent advocate 
of hydrotherapy and was an accomplished 
teacher of the subject in Columbia University, 
New York. It is hoped that the teaching of 
this important branch of therapeutics will be 
resumed and not allowed to fall into neglect. 
It must be confessed that very little attention 
is given to this subject in medical schools. 

Dr. Hinsdale would be glad to hear from 
physicians interested in this subject. 


Married. 


Dr. Zebulon Vance Sherrill and Dr. Carolyn 
A. Clark, both of Marion, Va., February 9. 

Dr. William Marco Sheppe, University, 
Va.. and Miss Olive Bow Harris, of <Albe- 
marle County, Virginia, February 22. Dr. 
Sheppe is a graduate of the University of Vir- 
ginia, in the class of 1921, at which time he 
was appointed assistant pathologist in the 
Medical School there. 

Dr. John Henderson and Mrs. Martha 
Spencer Warburton, both of Williamsburg, 
Va., February 238. 

Dr. John M. T. Finney, Jr., Baltimore, Md., 
and Miss Virginia Lee Milton, Wilmington, N. 
C., February 4. 

Dr. William A. Lucas, Pulaski, Va.. and 
Miss Mary Trent, Knoxville, Tenn., March 1. 


Laboratory Workers Contract Tularaemia. 

All six of the laboratory workers of the U. 
S. Public Health Service who have been study- 
ing tularaemia, a disabling sickness of man 
which has been known, particularly in Utah, 
for the last five years, have contracted the dis- 
ease, two of them being infected in the labora- 
tory in Utah and the other four in the Hygie- 
nic Laboratory in Washington. Such a record 
of morbidity among investigators of a disease 
is probably unique in the history of experi- 
mental medicine. In these workers the dis- 
ease began with a high fever, lasting about 
three weeks, and was followed by two months 
of convalescence. The disease has few fatali- 
ties, its chief interest arising from the long 
period of illness which it causes in mid-sum- 
mer, when the farmers of Utah are busily en- 
gaged in cutting alfalfa and plowing sugar 
beets. 

The studies into the cause and transmission 
of the clisease show it to be due to a germ, 
which is conveyed by the blood-sucking fly, 
the stable fly, the bedbug, the squirrel flea, 
the rabbit louse or the mouse louse. Only the 
first four of these are known to bite man. It 
appears possible that the germ may also enter 
through unbroken skin, for instance, that of 
the hands. 


Dr. William B. Hopkins, 

Of this city, was elected grand senior master 
of the National Omega Upsilon Phi Frater- 
nity, at the grand convention in Richmond, 
February 25. 

Dr. R. L. Kern, 

Of this city, has been named senior warden 
of the Libertas Lodge of Perfection, No. 5, 
Ancient and Accepted Scottish Rite of Free- 
masonry, for the ensuing year. 


Dr. Thomas J. Tuder, 
Until recently of Keokee, Va., has located 
at Exeter, Va. 


The American Pediatric Society 

Will hold its thirty-fourth annual meeting 
at Wardman Park Hotel, Washington, D. 
C.. May 1, 2 and 3. Dr. Maynard Ladd, of 
Boston, is president, and Dr. Howard Childs 
Carpenter, of Philadelphia, secretary. 


Dr. James Rawlings, 
Staunton, Va., has been named a State clini- 
cian with the State Board of Health. 


He will 
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1922] 
travel throughout the State, establishing 
temporary clinics in rural communities for 
correction of defects in the eye, ear, nose and 
throat, working especially among school chil- 
dren. His headquarters will be in Richmond. 


Dr. I. S. Stone, 
Washington, D. C., was recently the guest 
of friends at Purcellville, Va. 


Dr. and Mrs. Charles E. Dyer 


Have returned to their home in Pulaski, 
Va., after a short visit to Nashville, Tenn. 


Dr. D. N. Twyman, 
Appomattox, Va., left early in February 
for a stay of several weeks in Florida. 


Rockefeller Gift to School of Public Health. 
The Rockefeller Foundation has announced 
a gift of $6,000,000 to the Johns Hopkins 
University, of Baltimore, for the endowment 
and building of the school of hygiene and 
public health. This school, which aims at 
prevention rather than cure of <lisease, has 
been supported by the Foundation from year 
to year since its opening in 1918. The $6,000.- 
000 gift, however, places it on a permanent 
footing and provides for the construction of 
new buildings on a site adjacent to the Johns 
Hopkins Medical School and Hospital. 


Radium Deposits in Belgian Congo. 

Prof. Scouppe, geologist of the University 
of Ghent, has returned from the Belgian 
Congo and announces that he has located two 
radium deposits, said to be the richest in the 
world. A Belgian souvenir hunter secured 
some strange looking stones and brought them 
back. The examination developing powerful 
radioactivity was the fact which led to Prof. 
Scouppe’s trip of investigation. 

Dr. Beverley R. Tucker, 

Richmond, Va., was elected vice-president of 
the Westmoreland Club, this city, at its an- 
nual meeting in February. 

Doctors on C. of C. Committees, Richmond. 

Drs. J. Shelton Horsley, Garnett Nelson 
and William H. Parker have been appointed 
members of the Committee on Health and Sani- 
tation of the Richmond Chamber of Commerce 
for this year, and Dr. Charles R. Robins a 
member of the Advisory Council. 


Doctors Among Masonic Officers. 
At the annual convocation of the Grand 
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Lodge of Virginia, A. IF’. and A. M., Dr. E. 
A. Drum, Richmond, was elected a member 
of the Board of Governors of the Masonic 
Home for a period of three years. The fol- 


lowing doctors were among those elected 
deputy grand masters: Drs. G. F. Simpson, 


Purcellville; C. F. Rinker, Upperville; W. D. 
Prince, Stony Creek; and J. L. Early, Salt- 
ville. Drs. C. D. Barksdale, Halifax, R. L. 
Page, Batesville, and A. M. Showalter, Cam- 
bria, were among those elected lecturers. 


Dr. James C. Braswell, 

Formerly with the Mayo Clinic, has locat- 
ed in Tulsa, Okla., where he is limiting his 
practice to eye, ear, nose and throat work 
and oral and plastic surgery. Dr. Braswell 
graduated from the Medical College of Vir- 
ginia, Richmond, in 1915, after which he served 
an internship at Johnston-Willis Sanatorium. 
this city. 


Officers in McGuire Unit. 

The annual meeting of the McGuire Unit. 
designated as Base Hospital No. 45, was held 
on February 28, at which time a banquet was 
held and short talks given by several of the 
members. Dr. Carrington Williams, Richmond. 
was elected vice-commander, and Drs. Fred M. 
Hodges and Greer Baughman, also of Rich- 
mond, were among those named members of 
the staff. 


Lower Death Rates in Every Period of Life. 


The Department of Commerce, through the 
sureau of the Census, has issued a statement 
which shows that in every age group the 
death rate was lower in 1920 than in 1910, the 
most pronounced change appearing in the rate 
for infants under one year of age, in which 
there was a decline of about twenty-six per 
cent. The death rate for old people above 75 
years of age shows a decrease of about 6 per 
cent. 

Particularly noteworthy is the decrease of 
12 per cent. in the age group 45 to 74, due 
largely to much lower rates from tuberculosis. 
acute nephritis and Bright's disease, organic 
diseases of the heart, accidents, and typhoid 
fever. On the other hand, increases in the 
rate ‘from influenza, cancer, and puerperal 
causes clearly show some of the danger spots. 


Dr. Giles B. Cook 
Has been elected president of a Dramatic 
Club recently organized in Front Royal, Va. 
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Dr. R. E. Booker, 

Lottsburg, Va., left the latter part of Febru 
ary for a visit to Florida. 
Dr. A. F. Bagby, 

Of this city, paid a 
Point, Va., recently. 


Coroner of Norfolk. 


Dr. C. D. J. MacDonald has been appointe«! 
city coroner of Norfolk, Va., to fill the vacancy 
caused by the death of Dr. J. Judd Miller. 

Dr. R. Lloyd Williams also continues as city 
coroner, Which office he has held since the 
provision was made for two full-fledged coro- 
ners for the city of Norfolk. 


West 


short visit to 


N. C. Hospital Association. 

At the annual meeting of the Association, 
recently held at High Point, N. C.. Dr. John 
A. Williams, Greensboro, was elected presi- 
dent, and Dr. John W. Long, «Greensboro, 
secretary-treasurer. 


Dr. Dean B. Cole 

Has tendered his resignation as head of the 
Tuberculosis Department of the Richmond 
Health Bureau, with which he has been con- 
nected for more than a year. After spending 
some time at his former home at Chilhowie, 
Va., he expects to go to Saranac, N. Y. 


U. S. Life Tables. 


Official life tables, shortly to be issued com- 
piled from figures derived from births, deaths 


and populations in this country, show that 
mortality at practically all ages is higher 


among men than among women. The rural! 
classes. regardless of sex, enjoy a much lower 
mortality than those living in the cities. In 
1901, the expectation of life among white fe- 
males at birth was about three years more than 
among white males, and in 1910, the excess in 
faver of the females had increased to about 
three and one-half years. 


Dr. Hubert Work, 


President of the American Medical Associa- 
tion and first assistant postmaster-general, will 
succeed Mz. Hays us postermaster-general of 
the United States. 

Dr. Robert T. Ferguson, 
Until recently of Gaffney, S. C.. has moved 


to Charlotte, N. C.. where he will limit his 
practice to gynecology and obstetrics. He is 


| March, 


an alumnus of the former University College 
of Medicine of Richmond. 


Dr. Smith Ely Jelliffe, 
Of New York City, has been elected presi- 
dent of the New York Psychiatric Society. 


New Yerk’s 1921 Death Rate Its Lowest. 

The death rate of New York State for 1921 
is the lowest yet recorded in that State, 
being only 12.2 per 1,000 of the population. 
New York City, with a rate of 11.2, still re- 
tains its lead over the remainder of New York 
State. While modern standards of public 
health administration have contributed in 
large measure to this improvement, there is no 
doubt but that mue h is due to improvement in 
living conditions and the general adwane ‘ein 
education and intelligence. 


Louisiana Health Almanac. 

The Louisiana State Board of Health has 
this vear issued its Health Almanac. It is 
attractive in appearance, replete with informa- 
tion for the layman tending to the promotion 
of good health, and is breezy enough with 
jokes to be a good tonic. 


The Journal of Metabolic Research 

Made its initial appearance in January and 
is worthy of a prominent place among the 
medical journals of this country. It “is in- 
tended to serve for publication of the results 
of original research,” and is to be published 
monthly by the Physiatric Institute of Mor- 
ristown, N. J., at the price of $10 a year. The 
copy in question contains 163 pages in addi- 
tion to a number of illustrations. Dr. Fred- 
erick M. Allen is editor and will be assisted 
by ‘a number of collaborators. 


Close of Volume. 

With this issue appears our annual index, 
March completing our forty-eighth year of 
consecutive publication, After running for 
nearly forty-six years as a privately owned 
Journal, the Virern1a Meprcan was. 
in November, 1919, purchased by the Medical 
Society of Virginia, to be used as its official 
organ. 

We aim to maintain a high standard in our 
reading as well as our advertising pages and 
solicit the help of our readers. Secretaries 
of the various component societies of the Medi- 
cal Society of Virginia are urged to keep us 
advised as to the activities of their societies 


192 
is | 
as 
us 
I 
um 
Go 
I 
] 
by 
by 
Fel 
tho 
pal 
tru 
pas 
Th 
I 
Mu 
Sy 
Cor 
ora 
req 
or 
cre 
in 
ten 
Cin 
| | 
ing 
ph: 
an 
be 
me 
Fu 
nal 
Fo 
: ] 
| ing 
bri 
all 
ele 
an 
Ce 
seh 
lov 
tal 


reh, 


lege 


1922 | 


and to send us notes from them; each doctor 
is asked to let us have personals and, so far 
as possible, patronize those who have favored 
us with their advertisements. 

Let’s all pull together to make our next vol- 
ume the best ever. 


Governor Trinkle Advocates Public Health 

Measures. 

In connection with the big work being done 
by our State Health Department, the remarks 
by Governor Trinkle, in his inaugural address, 
February 1, are so pertinent, that we reproduce 
those on “Health,” in the Miscellaneous De- 
partment of this issue of the sovenan. We 
trust that many good health measures may be 
passed during his administration. 

The American Congress on Internal Medicine 

Is to hold its annual session at Rochester, 
Minn., April 3-8, under the presidency of Dr. 
Sydney R. Miller of Baltimore. 

Course in Radiology Given at Canadian School. 

The University of Toronto is now giving a 
graduate course in radiology. Candidates are 
required to be graduates in medicine of this 
or some university recognized for this purpose 
by the senate. They must also have to their 
credit, one year’s internship, after graduation, 
in a recognized hospital. The course is to ex- 
tend over one winter session of eight months. 
Civil Service Examinations. 

The U. 8S. Civil Service Commission, Wash- 
ington, D. C., announces open competitive 
examinations for reconstruction assistant in (a) 
physiotherapy and (b) occupational therapy: 
and for reconstruction aid. Applications will 
be rated as received until further notice. Both 
men and women may enter this examination. 
Further information may be received of above 
named commission. 


For Sale. 

Doctor’s home and practice in a fast grow- 
ing suburb, 314 miles from Richmond. on elec- 
tric car line. Modern 12-room, fireproof, 
brick building, with hard wood floors and 
all city conveniences—hot and cold water, bath, 
electricity, etc. Large lawn with shade trees 
and shrubs. All necessary out-buildings. 
Centrally located. Two city blocks from high 
school (15 teachers), Masonic and Odd Fel- 
lows temples, four churches. Population 
about 3,500; one other physician. Practice es- 
tablished twelve years. Reason for leaving 
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now located in Professional Building, Rich- 
mond. Collections have averaged 35,00 a year. 
Possession in any reasonable time and will in- 
Price $15,000 with reason- 
Property could not be replaced 
Address “S. M.”, care this jour- 


troduce successor. 
able terms. 
for $25,000. 


nal. (Advy.) 


Physician Wanted. 

To take charge of fine country practice in 
best agricultural section of Bedford county. 
New seven room house available with running 
water, bath room, etc. Garage, barn and 
twelve acres good land. Splendid garden and 
fruit. Vacancy occasioned by recent death of 
physician in charge. Address Mrs. W. R. 
Arnold, Route 7, Bedford, Va. (Adv.) 
Location with Small Acreage for Doctor or 

any One Wanting Farm with Small Acreage. 

This property is in the western part of the 
State in a village of about 150 to 200 in- 
habitants, and on a railroad. The practice is 
practically unopposed. The property consists 
of an eight room house in good condition, 
well under shelter: an office, barn for six 
horses, garage, corn crib, and other out-build- 
ing on 30-acre tract with about 70 fruit trees 
beginning to bear. It is within half a m'le of 
two churches, store block, smith shop. Masonic 
hall, school (2 rooms) in front of house, and 
garage across the road. Can be bought ior 


35.500 on the right kind of terms. ‘Vrite 
“T. A. care this sournaL. (Adv.) 


Obituary 


Dr. Edmund Lee Tompkins 

Died suddenly at his home at Fine Creek 
Mills, Va., February 7, 1922. He was born 
in Richmond, November 18, 1862. His early 
schooling was at McGuire’s School, from which 
place he entered the academic school of the 
University of Virginia. Later, he studied 
medicine at the University, taking his diploma 
in 1885, following which he went to Post- 
Graduate Hospital, New York City. After 
this, he located in Washington where he was 
connected with the Emergency Hospital and 
the staffs of Columbia and George Washing- 
ton Universities. In 1895 he married Miss 
Sallie Corbell Cotten of Nansemond county. 
Va., by whom he is survived. 
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In 1902, Dr. Tompkins moved to Powhatan 
County, where he had since made his home. In 
addition to his professional work, he was ac- 
tive in church affairs, and was identified with 
many of the county’s interests, becoming a 
member of the County Board of Health, cor- 
oner, and later was one of the Board of Super- 
visors and. during the World War, served as 
an examiner in the Selective Draft Service. 
Dr.Tompkins was president of the Powhatan 
County Medical Society and had been for a 
number of years a member of the Medical 
Society of Virginia. 


Dr. Wyatt Reid Arnold, 

Of Bedford County, Va., died at a Roanoke 
Hospital, January 21, 1922, after having been 
in bad health for about a year and half. He 
had been for a number of years a member of 
the Medical Society of Virginia. Dr. Arnold 
was born in Campbell County, Va., fifty-six 
vears ago. He graduated from the College 
of Physicians and Surgeons, Baltimore, in 
Iss6, and from the Medical College of Vir- 
ginia in 1887. After this he practiced in Camp- 
bell County until 1910, when he moved to Bed- 
ford County. Here he practiced until he was 
forced by ill health to retire in the fall of 
1920. Dr. Arnold was twice married and is 
survived by his second wife, who was Miss 
Pattie Steptoe of Boonsboro, and by several 
sisters. 


Dr. Andrew Caswell Fisher 

Died at his home at Emmerton, Va., Febru- 
ary 7, after a brief illness with pneumonia. 
He is survive | by his wife, several children 
and a large’ mily connection. Dr. Fisher 
spent much of his early life in Richmond and 
studied medicine at the Medical College of 
Virginia, from which he graduated in 1885. 
He was active in the health work of Richmond 
County and in his professional work up to the 
time of his last illness, in spite of his age, 71 
vears. He was a prominent member of the 
Northern Neck Medical Society and was also 
t member of the Medical Society of Virginia. 


Dr. J. Judd Miller, 

Councilor of the Medical Society of Vir- 
ginia from the Second District, died at his 
home in Norfolk, Va., February 20. He was 
born in Madison County, Virginia, in 1872. 
Upon completion of his academic education, he 
studied medicine at Medical College of Vir- 
ginia, Richmond, from which he received his 
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diploma in 1898. He was city coroner of Nor- 
folk and active in the professional interests of 
that section. Dr. Miller is survived by his 
wife, father and three brothers. 


Dr. Reuben Thomas Ramsey 

A graduate of Georgetown University 
Medical School in 1897, and for a number of 
years a practitioner at Healing Springs, Va., 
died at his home, February 17, from pleurisy 
and empyema. He was fifty-four years of age. 
His wife survives him. 

Dr. Thomas had an extensive practice in 
Bath and Alleghany Counties and was char- 
acterized by great unselfishness and devotion 
to his patients. He was of sturdy frame and, 
until he contracted his last illness by ex- 
posure attendant upon his profession, had been 
apparently in the best of health. 


Dr. Reuben Thomas Ramsey 

Died at his home at Gretna, Va., March 1, 
after an illness of two years. He was born 
at Toshes, Va., sixty-five years ago but had 
lived at Gretna for the past twenty years. 
He graduated in medicine from the College of 
Physicians and Surgeons of Baltimore, in 
1879. Dr. Ramsey was one of the most widely 
known physicians of Pittsylvania County, a 
prominent Mason and was also active in the 
politics of the county. ; 


Dr. Ernest Gustavus Zinke, 

Of Cincinnati, a prominent obstetrician and 
gynecologist, died suddenly at Palm Beach, 
Kla., January 30. He was born in Prussia 
and was seventy-six years of age. He was 
actively identified with medical interests of 
Ohio and was affiliated with a number of local 
and national societies. He was an ex-president 
and for ten vears secretary of the American 
Association of Obstetricians and Gynecologists. 


Dr. Alexander Reynolds, 

Of Graham, Va., died January 21, at the 
age of 91 vears. He was a graduate of the 
Medical College of Virginia in 1855 and was 
a veteran of the Civil War. 

Dr. James Woods Babcock, 

For twenty-five years superintendent of the 
State Hospital for Insane at Columbia, S. C.. 
and since 1913, surgeon in charge of Waverley 
Sanitarium, of that city, died at his home on 
March 3. He was sixty-six years of age and a 
graduate from the Medical School of Harvard 
University, Boston, in 1886. 
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We Better Serve As We Progress 


Modern Laboratory Equipment 


for the Progressive Physician 


THE VALUE OF THE OFFICE LABORATORY 
A SIMPLE and practical office !aboratory in which the physician is able to do the simpler laboratory tests 
including urinalysis, blood counts, and microscopic examination of specimens is immeasurably valuable 
The great value of such an outfit lies not only in the advantage of the physician himself observing reactions, 
bacterial growths, etc., and interpreting them, but also in the saving of time and outside laboratory expense, 
the great additional service rendered to patients as well as the important psychological effect which modern 
scientific apparatus has upon the layman. 


THIS COMPLETE OUTFIT ON VERY EASY TERMS S 


UR complete Office Laboratory Outfit together with the text books is sufficiently comprehensive to enable the physician = 

to do most of the simpler laboratory tests including urinalysis, differential blood counts and microscopic examination = 
of specimens. By adding a haemacytometer, the outfit will be complete for blood counting. 
This outfit is sold on Exceptionally Easy Terms—so easy, in fact, that the physician can easily pay for it on the monthly 
payment plan without feeling it. This outfit is without question the best value for the money we have ever offered. The 
entire outfit is given away free, the price of the microscope only being charged. Comlete outfit consists of the following: 
1 36H Spencer Microscope 1 Pipette, 19cc NEISSER’S DIPHTHERIA STAIN 
1 Microscope Carrying Case 1Ww Loop, for smears 
1 6x (13-5 inch) Eye Piece 1 ze of Lens Paper 1 Rottle Solution No. 1 ethylene Blve 
1 10x (1 inch) Eye Piece 1 » Filter Paper 1 Bottle Solution No. marck Bro..n 
1 Dust Proof Triple Nose-Piece 1 Erlenmeyer Flask, 4 oz. 
1 Objective, 16mm 1 Urinometer and Jar ACID-FAST BACILiI STAIN 
1 Objective, 4mm 1 Glass Funnel . 
1 Objective, 1.8mm, Oil Immersion 1 Evaporating Dish 1 Rottle Carbol Fuchsin 
1 Substage Condenser 1 Glass Graduate 1 Bottle Acid Alcohol 
1 Set Stage Clips 1 Blood Lancet 1 Bottle Loeffler’s Alkaline Methylene 
1 Concave Mirror 1 Book red Litmus Paper Blue z 
1 Blue Glass Dise 1 Book blue Litmus Paper = 
1 Frosted Glass Dise 1 Package Slide Labels STOCK STAINS = 
1 Metal Disc 1 Text Book, use and care of microscope sisal i 
1 Hand Power High Speed Centrifuge, 1 Text Pook, laboratory notes covering Blue 

complete with tubes and shields urinalysis, hematology, examination 
1 Large Test Tube Rack of stomach contents and applied Stain 
12 Assorted Test Tubes bacteriology 
1 Test Tube Brush 1 Bottle of Cedar Oil Immersion = 
12 Micro Glass Slides REAGENTS = 
50 Micro Cover Glasses STAINS AND REAGENTS ae 
5 Assorted Watch Glass GRAM’S STAIN 1 Bottle each, Fehling’s Solutions 
1 pr. Slide Holding Forceps Tiotet 
1 Coplin Staining Jar ottle Carbol Gentian Viole = 
1 Alcohol Lamp 1 Bottle Gram’s Iodine FOR MOUNTING = 
1 Pipette, lec (mil) 1 Bottle Dilute Carbol Fuchsin 1 Bottle Canada Balsam ~ 
2AM25— Complete Outfit, Including Spencer Handle Arm Microscope $145.00 


FRANK sS. BETZ COMPANY 


Wholesale and Mail Order Departments 


HAMMOND, INDIANA Retail Dept. | 
6-8 W. 48th St. Write far descriptive booklet 30 E. Randolph St. 
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St. Anne’s Hospital, Chicago, Ill. 


X-Ray Room, St. Anne’s 
Hospital, Victor Equipped 


JBecause Life ls At Stake 


HE physician is a trustee of health, of life itself. 

As a student at school and in the clinic he is 
therefore taught a code of honor hardly to be matched 
in any other profession. 


Reckless experimenting is forbidden by that code. 
A human life may be at stake. What physician 
would dream of using a drug of unknown formula, 
of unknown properties, of unknown origin? 


So, with instruments and apparatus. Like drugs they 
must be made by reputable manufacturers—by men 
whorealize what theidealsof medicineand surgery are. 


The Victor X-Ray Corporation is as old as the X- 
Ray. A code of honor has been strictly observed 
from the beginning in the making of Victor X-Ray 
apparatus—the same code that animates every con- 
scientious practitioner. The apparatus must work in 
the way that the physician wants it to work—and 
in no other way. It must be trustworthy. 


Every piece of Victor apparatus is made, therefore, 
not simply according to an honest business man’s 
code of honor, but according to the higher code that 
physicians obey. However new in design, it is a 
scientifically tested piece of apparatus—as much so 
as any New serum or antitoxin. 

The Victor X-Ray Corporation is so far concerned 
with observing the physician's code that its interest 
does not end with the installation of an X-ray equip- 
ment. It maintains Service Stations in the principal 
cities to keep its equipment in perfect condition. 
These stations give engineering advice and aid the 
physician in every legitimate way. 

As part of this Service policy, the Victor X-Ray 
Corporation publishes a periodical called “Service 
Suggestions” in which X-ray progress is recorded 
primarily for the benefit of Victor clients. Others 
may find “Service Suggestions” of value. It will be 
sent to them on request. 


VICTOR X-RAY CORPORATION, Jackson Blvd. at Robey St., Chicago 


Territorial Sales Distributors: 


| 


Philadelphia: M. H. BRESETTE CO., 25 S. 17th St. 
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VERY Physician who uses an automobile should protect himself against loss of his car by 
fire, theft, collisions, and against suits for personal injuries and property damage. You owe 
it to the public to carry this protection. The only insurance that protects is the insurance gotten 
BEFORE AN ACCIDENT HAPPENS. 
Rates for the majority of our members are extremely low—subject to a dividend at end of the year of thirty (30% ) 
per cent. Write for information giving name of car, model, purchase price, and motor number. 
PROTECTION 
Injuries to one $ 5,000.00 
Injuries to two or more persons____________- $10,0C0.L0 or more 
Damage to property. ...-$ 1,000.00 
Collision—Fire —Theft Insurance—to insurable value of car. 
Claims settled through your Society office 
This insurance is placed with the 
LUMBERMENS MUTUAL CASUALTY COMPANY OF CHICAGO | 
Assets more than $1,000,000.00.~ Cash returned to Policyholders—$1,547,000,00 
THE MEDICAL SOCIETY OF VIRGINIA, 
RICHMOND, VIRGINIA 
] 
re, 
a Bresette, M. H., Company i Newport News Bank & Trust Co. ........ 
d College of William and Mary .........-.cscceceeceeeeeeeeeeeees 34 Parrish Memorial Hospital and Training School for Nurses.. 28 
Co-Operative Drug Company. 13 Pepsodent Company, The ....... 149 
Eagle Pencil Company 32 Powers & Anderson, Inc. 
ip Eli Lilly & Company 36 Powers & Anderson Surgical Instrument Co 
pal Elizabeth Buxton Hospita! .............. Poythress, W. P. & Co. 49 
| d Hampdert-Sidney College Standard Oil Company (New Jersey) .. 
Johnston-Willis Sanatorium ................. St. Elizabeth’s Hospital ............ 2h 
of Cary & Willis, Thalhimer, Morton ........... 9 
Lumbermens Mutual Casualty Company of Chicago.......... 5 Tucker Sanatorium 28 
1% Virginia Bank & Trust Company, 11 
| Merchants & Miners Transportation Company................. 15 [| Washington Radium and X-Ray Laboratory ..............6.... 32 


, AUTOMOBILE INSURANCE FOR MEMBERS OF THE STATE SOCIETY AT COST | : - 
XUM 


The State, District, County and Local Medical Societies of Virginia 


(Officers or others are requested to notify us of any errors or required changes.) 


SOCIETY PRESIDENT SECRETARY MEETING 

Accomac Co. Med. Soc.......... Wm. F. Kellam, Onley.......... J. W. Robertson, Onancock..... 
Albemarle Co. Med. Soc........ W. D. Macon, Charlottesville... F. C. McCue, Charlottesville.... 
Alleghany Co. Med. Soc......... A. C. Jones, Covington.......... Courtney Edmond, Clifton Forge. 
Amelia Co. Med. Soc............ P. T. Southall, Amelia.......... R. J. Styers, Amelia............ 
Arlington Co. Med. Soc.......... R. N. Sutton, Clarendon......... B. H. Swain, Ballston........... 
Augusta Co. Med. Assn.......... W. S. Whitmore, Staunton..... J. F. Fulton, Staunton.......... Staunton, Bi-Monthly. 
Bath Co. Med. Soc....0.....000s R. A. Warren, Hot Springs.... E. A. Pole, Hot Springs........ 
Bedford Co. Med. Soc........... J. A. Rucker, Bedford.......... W. O. McCabe, Thaxton........ 
Botetourt Co. Med. Soc.......... M. T. McCulloch, Troutville.... E. W. Dodd, Buchanan......... 
Buckingham Co. Med. Soc...... J. H. Mitchell, Dillwyn.......... J. Randolph, Arvonia............ 
Charlotte Co. Med. Soc.......... C. W. Tucker, Drakes Branch.. W. R. Martin, Charlotte C. H.. 
Dinwiddie Co. Med. Soc.......... J. M. Burke, Petersburg........ W. C. Powell, Petersburg...... 
Eliz. City Co. Med. Soc........ G. W. McAllister, Hampton.... W. E. Knewstep, Hampton..... 
Fairfax Co. Med. Soc............ B. H. Swain, Ballston............. W. P. Caton, Fairfax.......... 
Floyd Co. Med. Soc............. M. L. Dalton, Filoyd............ R. T. Akers, Alum Ridge....... 
Frederick-Clarke Co. Med. Soc.R. C. Randolph, Boyce.......... 
Fredericksburg Med. Assn...... R. Dew, J. N. Barney, Fredericksburg. . 
Greenesville Co. Med. Soc...... G. B. Wood, Emporia........... M. H. Tredway, Emporia....... 
Isle of Wight Co. Med. Soc....Rea Parker, Smithfield.......... E. M. Easley, Rushmere........ 
Jas. City Co. Med. Soc.......... J. M. Henderson, Williamsburg. D. J. King, Williamsburg....... 
Lee Co. Med. C. C. Pearce, Pennington Gap.. P. D. Pence, St. Charles........ 
Loudoun Co. Med. Soc......... .G. F. Simpson, Hamilton......... Saml. L. Steer, Waterford...... ist Wednesdays, Monthly. 
Louisa Co. Med. Soc............ F. J. Kellam, Mineral.......... H. S&S. Daniel, Lowiga. ...0c.0.0.. 
Lunenburg Co. Med. Soc........ H. T. Hawkins, Kenbridge...... Robt. Whitehead, Meherrin...... 
Lynchburg & Campbell Co. Med. 

H. Kyle, Lynchburg.......... H. B. Spencer, Lynchburg...... 
Mathews Co. Med. Soc.......... C. M. Raines, Bohannon........ C. C. White, Mathews.......... 
Mecklenburg Co. Med. Soc..... A. T. Finch, Chase City......... John Drake, Clarksville......... 
Med. Soc. N. Va. & D. C....... Stephen Harnsberger, Catlett. May and November. 
Med. Society of Va..............A. L. Gray, Richmond.......... G. H. Winfrey, Richmond....... Lynchburg, Oct. 18-21, 1921. 
Nansemond Co. Med. Soc....... A. T. Sheffield, Holland......... 
Nelson Co. Med. & Surg. Soc....J. C. Everett, Nellys Ford...... J. F. Thaxton, Tye River...... 
Norfolk Co. Med. Soc........... C. J. Andrews, Norfolk.......... Lockburn Scott, Norfolk........ Norfolk, Weekly. 
Northampton Co. Med. Soc...... W. J. Sturgis, Franktown...... H. Trower, Eastville............ 
Northern Neck Med. Soc........ H. J. Edmonds, Kilmarnock....C. T. Peirce, Irvington.......... 
Nottoway Co. Med. Soc......... W. T. Warriner, Crewe......... J. R. Adams, Blackstone........ 
Petersburg Med. Faculty....... F. J. Wright, Petersburg........ J. M. Harwood, Petersburg...... 3rd Thursdays. 
Piedmont Medical Society....... Lewis Holladay, Orange........ Jas. Walker, Gordonsville....... 
Pittsylvania Co. Med. Soc...... S. E. Hughes, Danville.......... J. M. Robinson, Danville........ 
Pr. Edward Co. Med. Soc...... W. E. Anderson, Farmville..... T. G. Hardy, Farmville......... 
Pr. Geo. Co. Med. Soc.......... W. W. Cleere, Hopewell........ 
Pr. Wm. Co. Med. Soc.......... T. G. Brown, Gainesville......., W. F. Merchant, Manassas..... 
Rehd. Acad. Med. & Surg...... Thos. D. Jones, Richmond...... M. W. Peyser, Richmond........ 2nd and 4th Tuesdays. 
Roanoke Acad. Med.............. T. Allen Kirk, Roanoke.......... “laude Moore, Roanoke........+ . 1st and 3rd Mondays. 
Rockbridge Co. Med. Soc........ Robt. Glasgow, Lexington....... B. W. Switzer, Lexington....... 
Rockingham Co. Med. Soc...... J. E. Lincoln, Lacey Springs.... A. C. Byers, Harrisonburg...... 
Seaboard Med. Assn............ E. C. S. Taliaferro, Norfolk, Va. C. P. Jones, Newport News, Va... Norfolk, Va., Dec., 1921. 
Shenandoah Co. Med. Soc....... W. F. Driver, New Market...... F. C. Downey, Edinburg........ 
Southampton Co. Med. Soc...... R. L. Raiford, Sedley............ 
So. Piedmont Med. Soc.......... E. Barksdale, Lynchburg........ G. A. Stover, South Boston..... April and November. 
Southside Va. Med. Assn........ E. L. Kendig, Victoria.......... R. L. Raiford, Sedley............ March, June, Sept., Dec. ‘ 
Southwest Va. Med. Soc........ W. R. Rogers, Bristol.......... Elbyrne Gill, Roanoke.......... May and September. 
Surry Co. Med. Soc............. W. W. Seward, Surry.......... 
Tazewell Co. Med. Soc........... H. B. Frazier, Graham.......... Frank Pyott, Tip Top........... 
Tri-State Med. Assn............. W. W. Fennell, Rock Hill, S. C. Jas. K. Hall, Richmond, Va..... Norfolk, Va., Feb., 1922. 
Valley Med. Society.......... ooo M. J. Payne, Staunton. ,........ A. C. Byers, Harrisonburg...... May and September. 
Warren-Rappahannock-Page Co. 

E. G. Brumback, Luray......... F. L. Smith, Stanley............ 
Warwick Co. Med. Soc.......... F. A. Sinclair, Newport News..W. O. Poindexter, Newport News. 2nd and 4th Tuesdays. 
Wise Co. Med. Soc............,.J. A. McGuire, Norton.......... C. B. Bowyer, Stonega.......... 
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Distinctive Stationery 


For Professional Men 


Professional men can add much to their standing in a com- 
munity by the use of the proper kind of stationery and printed 


matter. 


Very pleasing effects can be attained in stationery for 


men of this aype---seationery that aga his own character 


and individuality. 


ASK US ABOUT IT. 


THEWILLIAMS PRINTING COMPANY 


11-13-15 North 14th St. 


RICHMOND, 


VIRGINIA 


Order from us reprints of your 
articles appearing in this journal. 


The Storm Binder 
and Abdominal Supporter 


(Patented) 


Adapted to use of men, women and children, 
for any purpose for which an abdominal sup- 
porter is needed. High and Low Operations, 
Ptosis, Pregnancy, Obesity, Hernia, Relaxed 
Sacro-lliac Articulations, Floating Kidney, etc. 
Folder on request—with prices, materials 
and physicians’ testimonials 


Mail Orders filled at Philadelphia—within 
24 hours 


KATHERINE L. STORM, M. D., 
1701 Diamond Street, Philadelphia 


DOCTOR'S STATIONERY 
OF ALL KINDS 


Bill and Letter Heads made to suit, on 
any color paper. 


PRESCRIPTION CASES 


(Five different patterns) 


PRESCRIPTION BLANKS 


OUR SPECIALTY 


All kinds of Drug Labels and Envelope 


SETH GAYLE CO. 


Label Printers 


1407-1409 ROSS STREET 
RICHMOND, VA. 


48 years practical experience. 


Samples gladly furnished on request. 
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MEDICAL SOCIETY OF VIRGINIA 


52nd Annual Meeting at Lynchburg, Va., October 18-21, 1921 


OFFICERS AND COMMITTEEMEN FOR THE 
YEAR 1920-1921. 


President—Alfred L. Gray, M. D., Richmond. 

14st Vice-Pres.—E. C. S. Taliaferro, M. D., Norfolk. 

2nd Vice-Pres.—Fletcher J. Wright, M. D., Petersburg. 
3rd Vice-Pres.—Hunter H. McGuire, M. Dd. Winchester. 
Sec’y.-Treas. & Business Mgr.—G. H. Winfrey, Richmond. 


COUNCILLORS, 
E. L. Kendig, M. D., Chairman. 
Garnett Nelson, M. D., Clerk. 


State at Large. 


Paul W. Howle, M. D., Richmond.............. (1922) 

I. E. Huff, M. D., Roanoke (1922) 

M. J. Payne, M. D., Staunton (1923) 

H. A. Burke, M. D., (1923) 
First District 

G. W. McAllister, M. D., Hampton ........... (1923) 
Second District 

Chas. R. Grandy, M. D., Norfolk................ (1921) 
Third District 

Garnett Nelson, M. (1923) 
urth 

. L. Kendig, M. Viet (1921) 


Fifth 


Sixth 

E. P. Tompkins, M. D., Roanoke............002¢ (1921) 
Seventh District 

Eighth District 

Ninth District 

Isaac Pierce, M. D., Tazewell ..............c00. (1921) 
Tenth District 

P. E. Tucker, M. D., Buckingham ............ (1923) 


DELEGATES TO AMERICAN MEDICAL 


ASSOCIATION. 
Ennion G, Williams, M. D., Richmond.......... (1921) 
Jos. T. Buxton, M. D., Newport (1922) 
Southgate Leigh, M. D., (1921) 
Alternates 
Chas, V. Carrington, M. D., Richmond.......... (1921) 
G A. Stover, M. D., South Boston............... (1921) 
COMMITTEES 


Membership Committe 
J. A. White, M. D., Richmond, ‘Chairman. 
Legislative Committee 
H. U, Stephenson, M. D., La Chairman. 
Judiciary Committ 
W. F. Drewry, M. D., Petersburg, Chairman. 
Publication Committee. 
Alex. G, — Jr,, M. D., Richmond, Chairman. 
ecrological Committee 
Charles M. wonasan M. D., Richmond, Chairman. 


VIRGINIA STATE BOARD OF HEALTH. 


President 
W. M. Smith, M. D., Alexandria. 


Secretary 
B Midlothian. 


Commissioner 
Ennion G. Williams, M. D., Richmond. 


VIRGINIA STATE BOARD OF MEDICAL 
EXAMINERS 
President 
Robt. Glasgow, M. D., Lexington. 
Secretary 
J. W. Preston, M. D. Roanoke. 


INVESTMENTS 


We own and offer for sale high grade issues 
of securities that we have subjected to most 
searching investigation. We recommend same 
to investors seeking safety with interest of 6% 
to 7% 


Write for further particulars to 


OLD DOMINION 
TRUST CO. 


“The Safest Executors.” 


The Strongest Trust Company in the South 
Atlantic States. Capital and Surplus, Two 
Million Dollars. 


900 EAST MAIN STREET, RICHMOND, VA. 


DOCTOR 


Right here in Newport News you have an 
opportunity to invest your surplus earnings 
safely and profitably. We refer to cur 6% 
Gold Notes, secured by approved Newport 
News Real Estate, issued in denominations 


of $100, $500 and $1,000. 


This Bank guarantees payment in full of 
both principal and interest of these notes at 
maturity. 


In addition to intercst and security, your 
money is used to build up your own com- 
munity. 


Newport News Bank & Trust Co., 
Newport News, Va. 


| 


XUM 


Resources over Three and One Half Million Dollars 
PERSONAL INTEREST 
E take a personal interest in seeing that every one who 
opens an account at “The Bank of Broad Street” re- 
ceives courteous attention and complete service. 
We aim to assist in promoting your success, for the success of 
depositors controls our success. 
3% Interest on Savings Deposits 
Broad at Sixth Street 
CONVENIENT <CONSERVATIVE—————— CONGENIAL 


We have an Agent in your town, Doctor 


VIRGINIA FIRE AND MARINE INSURANCE CO. 
OF RICHMOND, VA. 


INCORCOR ATED 1832 


Assets January 1,1921 ... $2,929,446.05 


Net Surplus ... ee 920,674.65 
Surplus to Policyholders 1,420,674.65 
WM. H. PALMER, Pres. B. C. LEWIS, Jr., Sec’y. J. C. WATSON. Treas. 
E. B. ADDISON, Vice-Pres. WM. PALMER HILL, Asst. Sec’y. J. M. LEAKE, Gen. Agent 


Doctors lose more money through “Fake” investments than any other class of 
professional or business men. 


WHY NOT PLAY SAFE AND SURE 


We offer you first mortgages on improved property. They yield a very attractive interest 
return. 


All papers are subject to inspection and investigation by your own lawyer at our ex- 
pense. 


Amounts $500.00 and upward. Write for details. 
MORTON G. THALHIMER, 


Real Estate in All Its Branches. 


2nd Floor, First National Bank Building, Richmond, Va. 
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INCOME FOR LIFE 


How would you like to have a monthly income as long as you 
live in the world? A small monthly deposit could secure the 
same for you, and also for your wife and children. 


Accident and Health Policy 


How would you like to have an Accident and Health Policy that 

- can not be cancelled so long as you live---one that will pay you 
an income for the balance of your life? This can be arranged in 
connection with the Equitable by depositing a small monthly 
payment. Six Hundred Million Dollars to guarantee the fulfill- 
ment of the contract. This form of insurance has many new 
attractive features. 


Equitable Life Assurance Society 


E. M. CRUTCHFIELD, General Agent 
RICHMOND, VA. Phone Madison 1736 
A. D. CRUTCHFIELD, W. L. BURRUSS, Special Agents ; 


Our Gas you have $100.00 that you wish to lay 


down. We will take it on deposit, issue 
you a certificate for same at 444% interest; say 
in sixty days you have another $100.00 to lay 

P la nh down, just send it along and get another certifi- 
cate; when you have accumulated say $500.00 
we then give you a $500.00 note payable in gold, 
secured by first mortgage on City real estate, 
paying 6% per annum. If you find it necessary 


to withdraw your money before you buy a 
bond you can do so upon sixty days’ notice. 


Write us. 


THE 6% FIRST MORTGAGE HOUSE OF 


| 


POLLARD & BAGBY 


MORTGAGE AND TRUST | 


1009 E. MAIN STREET - - RICHMOND, VA. 
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HELPING INVESTORS 


to select suitable securities is the primary duty of a reliable invest- 
ment banker. Obviously such a service can best be rendered by 
bankers who offer a diversified list of GOVERNMENT, MUNICI- 
PAL AND INDUSTRIAL BONDS. We invite you to avail of our 


facilities in both Commercial and Investment Banking. 


VIRGINIA NATIONAL BANK 
VIRGINIA BANK & TRUST COMPANY, Inc. 


| GRANBY STREET, COR. MAIN 
NORFOLK, VIRGINIA 


$25.00 GEO. C. ROPER Cc. E. MOTT 


DOCTORS’ PROTECTIVE 
ASSOCIATION 


COLLECTIONS ADJUSTMENTS 


160 


Wy 
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(Adopted by Norfolk County Medical Society) 


> 


We make a specialty of Physicians’ and 
Dentists’ Accounts, giving them the 
peculiar attention they require. 


SPHYGMO- 


No membership fees—not a cent in advance 
NO COLLECTION NO CHARGE 


On display at 
surgical supply 
dealers everywhere. 
You will find 40 Page 
Blood Pressure Manual in- 
teresting, informative, helpful. 


We Get Results We Report Results We Remit Results 


Designed and built for 
physicians and sur- 


best in instrumental We solicit your business 


Sent free on request. help. i 
° 409-410 McKevitt Building 
ROCHESTER, N. Y. NORFOLK, VIRGINIA 
Fever Thermometers, Urinary Glassware, Office Type 
Sphygmomanometers S-19 4 
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ORCHARD DRUG COMPANY 


808 MAIN STREET 
LYNCHBURG, VIRGINIA 


SERUMS, VACCINES, BIOLOGICALS, OXYGEN, DAKIN'S SOLUTION AND AMPULES 


PRESCRIPTION SPECIALISTS 


TRAGLE DRUG COMPANY, Inc. 
Prescription Specialists 


We carry at all times a full line of pharmaceuticals and chemicals—Antitoxins, Serums, Bio- 
logical Products, and Sick Room Supplies. 


Special attention given to our prescription department. 
Quick delivery of prescriptions. Moderate prices. Best quality drugs. 


TRAGLE DRUG COMPANY, Inc. 
817 EAST BROAD STREET - | RICHMOND, VIRGINL- 


S. G. AND S. 


Oil Sandal Wood (Opt.) - 
Oil Gaultheria (Natural) - - - - 
Salol, (U. S. P.) - - - gr. 
MM. ft. Soft Elastic Cap. No. 1. 

MANUFACTURED BY 


W. P. POYTHRESS & CO., 
Richmond, Va. 
ADVERTISED TO PHYSICIANS ONLY. 


G. A. Van Lear, Ph. G. W. B. Van Lear, Ph. G. 


VAN LEAR BROS. PHARMACY 


16 WEST CAMPBELL AVENUE 
ROANOKE, VIRGINIA 


Only registered .pharmacists fill prescriptions. 


Prescriptions our Specialty. 


Antitoxins, Serums and all Biologicals always. fresh in special Refrigerator for this purpose. 
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Sherman’s Polyvalent 
Vaccines in Respiratory 
Infections 


_A more adequate and rapid immunity is estab- 
lished with polyvalent vaccines than from an in- 
fection itself. SHERMAN’S POLYVALENT 
VACCINES WHEN GIVEN EARLY IN RES- 
PIRATORY INFECTIONS, rapidly stimu‘ate 
the metabolism and defense of the body with a 
resultant prompt recovery. 

Administered in advanced cases of respiratory infec- 
tions, they usually ameliorate or abbreviate the course 
of the disease. Even when used as the last desperate 
expedient they often reverse unfavorable prognoses. 
SUCCESSFUL IMMUNOLOGISTS MAKE INOCULA- 
TIONS IN RESPIRATORY INFECTIONS AT THEIR 
FIRST CALL. 

Hay fever, colds, laryngitis, pharyngitis, adenitis, 
eatarrh, asthma, bronchitis, pneumonia, whooping 
cough and influenza are diseases amenable to bacterial 
vaccines, 


Sherman's polyvalent vaccines are dependable antigens 
LABORATORIES OF 
G. H. SHERMAN, M. D. 


DETROIT, U. S. A. 


“Largest producer of stock and autogenous vaccines.” 


We Solicit Your Business 


And invite you to 
make this store 
your headquarters 
while in town. : : 


You Save And Are 
Safe Trading Here 


Co-Operative Drug Company 
230 Granby Street, -:- -:- Norfolk, Va. 


THE TRIAD VIRTUES OF 


Mercurochrome-220 Soluble 


Which Promote Its Efficiency 


Potency in Germicidal Activity 
Laboratory tests have proved its 
high rank in bacteria killing power 
in various media. 


Non-Irritability to Sensitive Surfaces 
Solutions of sufficient strength to 
be potent can be used on the most 
sensitive mucosa with little or no 
irritation. 


Penetrability and Fastness 
Its penetrating qualities increase 
the field of its activity. The stain 
fixes the germicide in this field un- 
til bactericidal action can take 
place. 


Recommended not as a panacea, but 

for the intelligent use of the medical 

profession. 

“H. W. & D.”—Specify—“H. W. & D.” 

Hynson, Westcott & Dunning 
BALTIMORE 


THE CENTRAL DRUG STORE 


Prescription Specialists 
142 N. Sycamore St. _ Petersburg, Va. 


We carry a full line of pharmaceuticals and chemicals 


Antitoxins, Serums, Biological Products, Sick Room and 
Nurses’ Supplies 


Special attention given to our prescription department 


Quick Delivery 
Moderate Prices 
Best Quality Drugs 


TARRANT DRUG CO. 


PRESCRIPTION SPECIALISTS, 
1 West Broad Street, 
Long Distance Phone. RICHMOND, VA. 


Antitoxins, Serums and Bacterial 
Vaccines of All Standard Manufactures 
Full Stock Kept on Ice. 


ARSENOBENZOL. DIARSENOL. 
NEO-ARSENOBENZOL. NEO-DIARSENOL. 
(Dermatological Research SALVARSAN. 

Lab.) NEO-SALVARSAN. 
(Metz.) 


In 10 tube lots, 10% off, charges 
Mail Orders Solicited. 
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SULT SQVHM 
(SILVER - ARSPHENAMINE - METZ) 


The sodium salt of silver-diamino- dihydroxy -arsenobenzene 


ELATIVE infrequency of reac- 
R tion, rapid disappearance of con- 
tagious lesions, and _ general 
therapeutic effectiveness seem to indi- 
cate that Silver-Salvarsan is a drug of 
real value in the treatment of syphilis. 


Silver-Salvarsan requires no alkalini- 
zation and its ease of administration 
commends it to many practitioners. 


More than two million injections of 
Silver-Salvarsan have been given in the 
United States and abroad. 


LABORATORIES, 


-Twenty-Two Hudson Street, New York. 


HA: 
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RADIUM 


T'IBULAR APPLICATORS 
NEEDLE APPLICATORS - FLAT APPLICATORS 


and 
APPLICATORS of SPECIAL DESIGN 
Complete Installations of Emanation Apparatus || 


. SOLD ON BASIS of U. S. BUREAU 
of STANDARDS CERTIFICATE 


Correspondence Invited By Our 
| PHYSICAL, CHEMICAL & MEDICAL DEPARTMENTS 
| 
| 


THE RADIUM COMPANY 
OF COLORADO, Inc. 


Main Office and Reduction Works 
DENVER, COLO., U.S. A. 


Branch Offices 
122S.MichiganAve. 50 Union Square LONDON 
CHICAGO NEW YORK PARIS 


=) 


Malnutrition, 
Marasmus or Atrophy 


Mellin’s Food 

4 level tablespoonfuls 
Skimmed Milk 

8 fluidounces 
Water 

8 fluidounces 


Analysis: 


Fat 

Protein 
Carbohydrates 
Salts . 

Water 


their nutritive needs. 


Mellin’s Food Company, 


___ The principal carbohydrate in Mellin’s Food is maltose, which seems to be par- 
ticularly well adapted in the feeding of poorly nourished infants. Marked benefit may 
be expected by beginning with the above formula and gradually increasing the Mellin’s 


Food until a gain in weight is observed. Relatively large amounts of Mellin’s Food 
may be given, as maltose is immediately available nutrition. The limit of assimilation 
for maltose is much higher than other sugars, and the reason for increasing this 
energy-giving carbohydrate is the minimum amount of fat in the diet made necessary 
from the well-known inability of marasmic infants to digest enough fat to satisfy 


Boston, Mass. 
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The Management of an Infant’s Diet 
100.00 |) 


Prescribe 


the Original and Genuine 


Endorsed by the medical 
profession, who for over a 
third of a century have 
proven its reliability in the 
feeding of infants, nursing 
mothers, convalescents, and 


the aged. 


Samples prepaid upon request 


Horlick’sMalted MilkCo. 


Racine, Wisconsin 


BOSTON 
BY SEA 


HEALTH—REST—ECONOMY 
Every Tuesday, Saturday, 4 P. M. 
Steamer from Norfolk 


$19.20 
Plus 8% War Tax 
Meals and Berth on Main Deck Included 
Slight Extra Charges for Accommodations on 
Promenade Deck 
Make Your Reservation Now 
Merchants & Miners Transportation Company 
Established 1854 
——— OF PASSENGERS CARRIED. NOT A LIFE 
Pier Foot W. Main St. Tel Bell 22355 
NORFOLK. 


Loyalty to our doctors 

When we select a doctor to practice upon 
ourselyes and our families we are governed by 
his professional ability and his general char- 
acter as a gentleman. We then put our lives 
in his aands and look to him for results. 

We put our faith in him and stick to him. 
Should our case be serious and he thinks we 
should have additional service we expect him 
to suggest it. 

Now doctor when your patients need a wheel 
chair, commode, bedtable or a comfortable 
chair or a hospital bed, why not suggest it to 
them and be sure to say you can find it at 


SYDNOR & HUNDLEY, Richmond, Va. 


feeding. 


OBSERVE AND REFLECT SO AS TO KNOWjTHE TRUTH) 


individual formulas of MEAD’S DEXTRI- {| 
MALTOSE, Cow’s Milk and Water give gratifying results in most cases of infant 


Most physicians know that their 


There are occasions when the doctor wishes to prescribe Barley Water as a 
temporary diet, or perhaps he wishes to prescribe Barley Jelly as one of the first 
Above all, the doctor wishes the mother 
to carry out his instructions. That is why MEAD’S INFANT DIET MATERIALS 
do not carry directions on the packages. 

Here are two Diet Materials that you can always rely on: 

MEAD’S DEXTRI-MALTOSE 
MEAD’S STERILIZED BARLEY FLOUR 


Piease write for Booklet No. 90, which gives full description of Mead’s Barley Flour. 


foods given after the weaning period. 


(Dextrins and Maltose) 


THE MEAD JOHNSON POLICY 
MEAD’S INFANT DIET MATERIALS are advertised only to the | 
medical profession. No feeding directions accompany trade packages. | 
Information regarding their use reaches the mother only by written 
instructions from her doctor on his own private prescription blank. 


Canadian Branch, 109 Duke Street, Toronto, Ontario, Canada. 
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RITE us your needs and let 
us submit suggestions and 
figures on the highest class of 


HOSPITAL FURNITURE 
and EQUIPMENT 


Our experience, stock and facilities 
are at your service. 


“The Store 
That 


Pleases”’ 


JONES BROS. & CO. 


1418-1420 E. Main St. 


Richmond, Va. 


THIS SPACE RESERVED FOR 


MURPHY’S 
HOTEL 


AND BROAD STREETS 
RICHMOND, VA. 


The Largest and Most Distinctive 
Hotel in Virginia 


RATES REASONABLE 
SERVICE UNEXCELLED 


JAS. T. DISNEY, President and Manager 


300 Rooms, Fireproof, 
Overlooking Capitol Park 


In Center of Business and Amusements 


HOTEL RICHMOND REALTY CORP. 
Owners 


W. E. Hockett, Manager 


4 
Hotel Rich d 
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as we make them— 


Ampules— 


Aseptic Ampules 


contain accurately made solutions (or suspensions of insoluble drugs) 
of drugs of impeccable quality, carefully sterilized, the tubes, them- 
selves sterilized, being filled by a special mechanism that positively as- 
sures accuracy of dosage and purity-of content. 


May we send you a sample? 


SHARP & DOHME 


Purveyors| to your profession 
since 1860 


THE JEFFERSON 


Che Jefferson 


RICHMOND, VA. 


EUROPEAN PLAN. 

Ideally situated in the most desirable section of Richmond and 
within five minutes walk of the business center and shopping dis- 
trict. 

400 ROOMS—300 BATHS. 

Every comfort for the tourist. Every convenience for the 
traveling man. Rooms single and en suite. Turkish and Roman 
Baths. Spacious sample rooms. 

Rates $2.00 per day and upwards. 


O. F. WEISIGER, Manager. 


DOCTOR! 


When you buy an automobile, you want one on which 


you can get prompt service when necessary. 


WE ASSURE YOU OF PROMPTNESS AND COURTESY 


D. 
OLDSMOBILE and GRANT Cars 


Tires, Accessories, Gas, Oil, etc. 
310 and 312 W. Broad St. 


A. PRENTISS 


RICHMOND, VA. 
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What the Label Means ) 


HE Diphtheria Antitoxin that bears the 

Parke, Davis & Company label is a highly 
concentrated product that contains a minimum 
of total solids. : 


It is given a three-year dating, and to make 
unsparing compensation for a possible shrinkage 
of antitoxic power we add a 40% excess to the 
number of units indicated by the label. ‘Thus a 
package represented as one of 10,000 units actually 
contains 14,000 units at the time of marketing. 


When you inject our Diphtheria Antitoxin you 
may do so with the assurance that you are employ- 
ing a product which is unsurpassed in refinement, 
potency, concentration, absorbability and purity. 


Parke, Davis & Company 


PARKE, DAVIS & Comp, 


PETROIYT, MICH. 


38.900 nine 


ATION 
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Every possible question about Pepsodent 
has been answered by exhaustive tests. Ask 
for the answers by requesting the interesting 
series of scientific bulletins. 

To prove the mild acidity harmless, natural 
teeth have been immersed in Pepsodent for 
four years. 

Natural teeth have been brushed 300,000 
times to prove that the polishing agent does 
not harm enamel, despite its unique efficiency. 

Scientific experimentation and tests in the 
Pepsodent laboratory and by several inde- 
pendent investigators to prove effectiveness 
extends over a period of seven years. 


No soap—no chalk 


Pepsodent contains no soap, no chalk, no 
alkali of any kind. It is mildly and properly 
acid as dentists now demand. 

It stimulates the flow of saliva to aid Na- 
ture in protecting the teeth. It reduces the 


Pepsadéent 


A Modern Dentifrice 


An acid tooth paste which brings five effects 
| desired by modern authorities 


Five Years Tests 


to answer Pepsodent questions 


It increases the ptyalin—the starch diges- 
tant in saliva, to remove starchy deposits 
that adhere to tooth surface. 


It increases the alkalinity of the saliva to 
cope with the acids which destroy enamel. 


It combats the mucin plaque in an effective 
manner. It keeps the teeth so highly pol- 
ished that plaque cannot easily adhere. 


Corrects mistakes 


Tooth pastes of the past were alkaline. 
Nature never intended that alkalies should 
be put in the mouth. Pepsodent corrects 
this. It complies with all modern dental re- 
quirements. When the facts are known it 
meets the approval of the dentists. 

The coupon will bring a tube for experi- 
mental use and to try. Write for scientific 
literature on Pepsodent and other dental 
topics of interest. The Dental Department 
will gladly answer all questions. 


THE PEPSODENT COMPANY, 


form 


Address 


701 


7374 Ludington Bldg., Chicago, IIl. 


Please send me, free of charge, one regular 
50c size tube of Pepsodent, with literature and 


Enclose card or letterhead 


viscosity. 


Your Prescrip- 
tions for 
Glasses Should 
be Filled 


REALLY IT’S THE BEST WAY 


211 E. Broad St. 
and 
503 E. Franklin St. 
(Professional Bldg.) 


Richmond, Va. 


144-146 Granby St. 

112 W. Plume St. 

122 Randolph St. 
Norfolk, Va. 


69. 


THE LARGEST AND BEST KNOWN OPTICAL AND KCDAC HOUSE IN THE ENTIRE SOUTH. 


SPECIALISTS IN GRINDERS OF 


X-Ray Plates, Powders, Etc. Ultex Lenses 
Dental Film 


Buck’s X-Ograph Film Senses 


Dental Mounts Toric Lenses 
Photographic Chemicals, Etc. Tinted Lenses, Etc. 
SPEC] ACLES 
EYEGLASSES SUPPLIES 
Artificial Eyes ° FINISHING 
The S. Galeski @; Optical Co. 
LEADING—LARGEST—OLDEST 
OPTICAL HOUSE SOUTH 
RICHMOND NORFOLK 
Main and 8th Streets 209 Granby Street 
223 E. Broad St. 
ROANOKE DANVILLE 
211 S. Jefferson Street 520 Main Street 
SPECIALTY SUPPLIES 
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A LIVING TRUST 


Many professional men find their entire time demanded of them by their practice. 

To such men, the plan known as “A Living Trust” has been the solution of how 
to care for their material affairs. 

Through such a plan the busy man can place with this Bank his excess funds for 
investment. The income to be paid to him or re-invested. The principal, in the 
shape of investments, will be returned to him on request or distributed at his death in 
accordance with his wishes. 


Advantages: Idle money invested promptly by experi- 


enced men, resulting in a greater income. 


FIRST NATIONAL BANK 


RICHMOND, VA. 
Resources over $40,000,000. 


OFFICERS. 


JOHN M. MILLER, JR., President. 
W. M. Addison, Vice-President. S. P. Ryland, Vice-President. 
Chas. R. Burnett, Vice-President. Jas. M. Ball, Jr., Cashier. 
Alex. F. Ryland, Vice-President. Thos. W. Purcell, Trust Officer. 


Acts as—Executor—Administrator—Trustee. 


Doctors! 


Make your headquarters with us 


GRANT DRUG COMPANY 


TWO STORES 


Main and Twelfth Streets Broad and Seventh Streets 


Richmond, Va. 


BROAD STREET STORE OPEN ALL NIGHT 
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The Sarah Leigh Hospital 


Norfolk, Virginia 


The Staff combined under Group System in 1919, and the 
equipment greatly improved with the most up-to-date 
facilities for thorough Diagnosis, and Surgical, Radium and 
Medical Treatment. Capacity, eighty five beds. 


STAFF 


SOUTHGATE LEIGH, M. D., F. A. C. S. S. B. WHITLOCK, M. D. 


SURGERY AND GYNECOLOGY ROENTGENOLOGIST 
JAMES H. CULPEPPER, M. D. | G..BENTLEY BYRD, M. D. 
SURGERY AND ORTHOPEDIC SURGERY OBSTETRICS 


DAPHNE CONOVER, B. A. 


STANLEY H GRAVES, M. D., F. A. C. S. 
GENITO-URINARY AND RECTAL DISEASES ‘ae AND LABORATORY 
FREDERICK C. RINKER, B. A. M. D. LL. ODOM, R.N. 
INTERNAL MEDICINE AND DIAGNOSIS SUPERINTENDENT 
HARRY HARRISON, M. D. S. R. PRESTON, R. N. 
INTERNAL MEDICINE AND N-O ANAESTHESIA | ASSISTANT SUPERINTENDENT 


TRAINING SCHOOL FOR NURSES 


The Hygeia Hospital 


Richmond 101 West Grace Street Virginia. 


Dr. J. Allison Hodges 
announces to the Profession that he has sold The Hygeia 


Hospital to Dr. J. R. Blair, who will continue it as a general Medical and Surgical 
Hospital, having separate Departments of Surgery, Medicine, Obstetrics and Pedia- 


trics. 


Dr. Hodges will continue as a Consultant, and will utilize the facilities of the Hos- 
pital for his patients, as formerly. 


Training School for Nurses, and special Post-Graduate courses in Massage, Hydro- 
therapy, Physical Culture, etc. 
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THE 
MEMORIAL 
HOSPITAL 


BROAD AND 12th STREETS 
RICHMOND, VIRGINIA 


For white patients : 
exclusively 


A fireproof structure admirably located on the brow of Broad Street Hill within easy reach 
of all depots, hotels, and the business section, and in a most quiet part of the city. 

Fully equipped Bacteriological, Chemical, Pathological, Pharmaceutical and Roentgen Ray 
Laboratories, Delivery and Operating Room Suites, affording facilities for the most scientific 
study and modern treatment of all diseases. 

School of Nursing for training women between twenty-one and thirty-five years of age for 
the profession of nursing. 


Accommodations in General Wards and Private Rooms to meet the financial condition of all 
patients. 


Patients will be met with hospital ambulance. Communications should be addressed to: 


FREDERIC B. MORLOK, Superintendent 


The University of Virginia Hospital 


CHARLOTTESVILLE, VIRGINIA 


* 
ibe, 


A Geueral Hospital, owned by the State of Virginia and conducted under the supervision of the Medi- 
cal Department of the State University. 

Ward service affords treatment to citizens of Virginia at low cost. A limited number of indigent cases 
taken free of charge. 

Well appointed private rooms. 

Exceptional location on the University grounds. Well equipped laboratories and X-Ray Department. 

Contagious diseases, mental cases and drug habitues not received. 
For further information, address 


D. B. YANCEY, Superintendent. 
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R,ichmend Va. 


Personally conducted by Dr.Stuari MGuire 


_ for the Accommodation of His Surgical Patients. 


Westbrook Sanatorium - - 


- Richmond, Va. 


or, en Electrical and 
hydrothera p y 
with or with- equipment. 


out private 
baths. 


Hot water 
heat, electric 
lights and ar- 
tesian water. 


Bowling, ten- 
nis, croquet, 
billiards and a 
tymnasium af- 
ford _recrea- 
tion. 


Nurses and at- 
tendants train- 
ed for this 
special work. 


Two of the 
physicians re- 
side in the in- 
stitution and 
devote their 
entire time to 
the patients. 


The magnificient home of the late Major Ginter, by alterations and extensive addi- 
tions, has been transformed into a private institution for the treatment of nervous dis- 
eases, mild mental cases and select alcoholic and drug habitues. 

The grounds are ample, quiet is assured, and a new building for men makes easy the 
separation of the sexes. A number of cottages make possible satisfactory and congenial 


grouping. 
Jas. K. Hall, M. D. Paul V. Anderson, M. D. . EM. Gayle, M. D. 
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St. Albans Sanatorium, 


LONG DISTANCE PHONE. 75 
Staff: J. C. KING, M. D., JOHN J. GIESEN, M. D. 


Saint Albans is a modern ethical institution for the diagnosis, treatment and care of medical, neurological, mild mental and 
addict cases. Completely equipped laboratory. Two physicians devote their entire time to the patients. A hydrotherapy depart- 
ment complete in every detail. An adequate corps of nurses especially trained for the work. Special emphasis given to rest, diet, 
massage, electricity, diversjonal occupation and exercise. All patients receive individual attention and every effort is made to 
make them feel at home and comfortable. 

Located in the heart of the blue-grass section of Southwest Virginia, 2,000 feet above sea level. Two large buildings, per- 
mitting separation of the sexes. Hospital farm of 100 acres with a large herd of pure-bred Jersey cattle. 

Rooms single or en suite, with or without private bath. Reasonable rates. Excellent railway facilities. For full particulars, 
address St. Albans Sanatorium, Radford, Va. 


ELIZABETH BUXTON HOSPITAL 
AND TRAINING SCHOOL FOR NURSES 


BOULEVARD, NEWPORT NEWS, VA. 


For MEDICAL and SURGICAL Cases 
For additional information, address MISS ELIZABETH NAGLE, Supt., Newport News, Va. 
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Glenwood Park Sanitarium, yore. 


SUCCEEDING TELFAIR SANITARIUM 


The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patienta to enjoy restful quietude and 
entire freedom from the noise and distractions incident to city lie 

CLASS OF PATIENTS—Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. Diversion for the depressed and disquiet mind—and such as are suffering from 
any disease of th nervous system. The treatment consists of ths gradual breaking up of injurious 
habits, and the restoration to normal conditions, by the use of regular and wholesome diet, pure air, 
et and exercise, with such other remedies as are calculated to assist nature in the work of 
restoration. 

Special attention is given to the use of electricity. Twenty years’ experience has proven it 
invaluable in cases of nervous prostration, incipient paralysis, insomnia, the opium and whiskey habits, 
and those nervous affections due to uterine or ovarian disorders. 

For further particulars and terms, address Ww. Cc. ASHWORTH, M. D., Superintendent. 


ST.ELIZABETH’S HOSPITAL 


RICHMOND, VA. 


Conducted Under the Group System and Fully Equipped 
For Diagnosis and Treatment of Medical and 
Surgical Diseases. 


“Group medicine, in some form, is the only means by which the patient can receive 
the attention to which the advancement of medical science entitles him.” - 
W. J. Mayo, Surg. Gynec. & Obst., Feb., 1921. 


STAFF 
ADMINISTRATION 
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Stuart Circle Hospital 


Richmond, Virginia 


Conducted on the Co-operative-Group-Plan by the Major Staff. 
Services in General Surgery, Internal Medicine, Obstetrics, 
Ophthalmology and Oto-Laryngology 


Major Staff 


General Surgery Internal Medicine 
STUART N. MICHAUX, M. D. ALEX. G. BROWN, JR., M. D. 
CHARLES R. ROBINS, M. D. MANFRED CALL, M. D. 

Obstetrics Ophthalmology, Oto-Laryngology 
GREER BAUGHMAN, M. D. CLIFTON M. MILLER, M. D. 
BEN H. GRAY, M. D. R. H. WRIGHT, M. D. 

Associate Staff 
Surgery Medicine 
JOS. F. GEISINGER, M. D. (Urology) J. O. FITZGERALD, JR., M. D. 
GUY R. HARRISON, D. D. S. (Oral) W. B. PORTER, M. D. 


Ophthalmology, Oto-Laryngology 
C. H. FOWLKES, M. D. T. E. HUGHES, M.D. W. L. MASON, M. D. 


Vathologist 
E. G. HOPKINS, M. D. 
L. M. WEST (Assistant) 
R. L. SHELTON (Assistant) 
oentgenologist 
FRED M. HODGES, M. D. 
E. L. FLANAGAN, M. D. (Assistant) 
Anaesthetist 
JENNIE JONES, R. N. 


With 115 beds, consulting offices for the staff, laboratories, surgical and ob- 
stetrical operating rooms, equipment for the treatment of medical cases and a 
training school for nurses, the Stuart Circle Hospital is a modern standardized 
hospital for private patients. 

ROSE ZIMMERN VANVORT, R. N. 


Superintendent. 
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ITUCKER SANATORIUM 


INCORPORATED 
Madison and Franklin Sts. Richmond, Virginia 


The private sanatorium of Drs. Beverley R. Tucker and R. Finley Gayle for the treat- 
ment of Nervous Diseases. 
Modernly conducted, including hydrotherapy, massage and electricity. Nurses’ home 
and school for nurses. 
Insane and alcoholic cases not taken. 


PARRISH MEMORIAL 
HOSPITAL 


AND 


TRAINING SCHOOL 
FOR NURSES 


PORTSMOUTH VIRGINIA 


ORGANIZED UNDER 
THE GROUP SYSTEM 


™ EYE, EAR, NOSE AND THROAT-—L. L. Jones, M. 
SURGERY- A. UROLOGY, GENITO- “URINARY SURGERY, DERMATOL: 
MEDICINE—A. A. Bilisoly, M. D.; H. F. Parrish, M. D.; OGY, AND 

E. H. Claud, M. D.; G. W. Hayes, M.*D. LABORATORY TECHNICIAN—W. J. Bisel. 


OBSTETRICS—C. H. Barlow, M. D., F. A. CS. SUPERINTENDENT—Miss Helen E. Brew, R. N. 


Qe 


JEFFERSON HOSPITAL 


TRAINING SCHOOL FOR NURSES 
ROANOKE, VA. 


Dr. Alfred P. Jones. MEDICAL STAFF, 
For further information address, W. B. DANIEL, Manager. 


JOHNSTON-WILLIS SANATORIUM 


Sixth and Franklin Streets 
RICHMOND, VIRGINIA 


60 BEDS FOR MEDICAL AND SURGICAL CASES 
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THE SAINT PHILI 
HOSPITAL 


Marshall and 13th Sts. 
RICHMOND, VIRGINIA 


For negro patients 
exclusively 


A seven-story and basement structure of 
absolute fireproof construction, with steel 
frame, hollow tile, and reinforced concrete 
floors. 

Fully equipped Bacteriological, Pathologi- 
cal, Pharmaceutical and Roentgen Ray 
Laboratories, Delivery and Operating Room 
Suites, affording facilities, for the most 
scientific study and modern treatment of 
all diseases. 

School of Nursing for training negro 
women between twenty-one and thirty-five 
years of age for the profession of nursing. 

Accommodations in General Wards and 
Private Rooms to meet the financial condi- 
tion of all patients. 

Patients will be met with hospital am- 
bulance. 


Communications should be addressed to 


FREDERIC B. MORLOK, 
Superintendent 


BROS. HOSPITAL 


VICTORIA, VA. 


STAFF 


Edwin L. Kendig, M. D. 
W. Dennis Kendig, M. D. 
C. M. Nicholson, M. D. 
Robt. L. Ozlin, M. D. 
Robt. Whitehead, M. D. 
Paul F. Thompson, M. D. 


A small modern and well equipped Hospital for the accommodation of Surgical, Medical, Ob- 
stetrical and Emergency cases, conducted by the staff to meet primarily the needs of the people 
of Southside Virginia. Modern bacteriological and pathological laboratories. X-ray Department 
fully equipped with newest type of Victor, Snook machine and in charge of competent specialist. 
Prices moderate, $20.00 to $35.00 per week with bath. Private ambulance from Hospital to any 
home in Lunenburg and adjoining counties. Ambulance will meet trains on Virginian Rv. at Vic- 
toria and on Southern and N. & W. Rys. at Burkeville. Write or wire MISS LILLIE KENDIG, 


R. N., Supt., Victoria, Va. 
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